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THE UNITED STATES AND INTERNATIONAL HEALTH 


WEDNESDAY, FEBRUARY 8, 1956 


House or REPRESENTATIVES, 
SUBCOMMITTEE OF THE COMMITTEE 
oN INTERSTATE AND ForEIGN COMMERCE, 
Washington, D. C. 

The subcommittee met, pursuant to notice, at 10 a. m., in room 
i New House Office Building, Hon. J. Percy Priest (chairman) 
presiding. 

The CuatrMaNn. The subcommittee will come to order. 

The Subcommittee on Health and Science begins its hearings this 
morning not on any particular bill, but to be brought up to date on 
some international health problems. 

We felt that the time had come when such a briefing would be 
helpful to the committee. The hearings are designed to provide the 
committee and the Congress and the public generally with factual 
background information concerning the activities of the Public Health 
Service in foreign countries. 

Many Members of Congress, including members of this committee, 
who have had occasion to travel abroad had opportunities to meet 
with public health officials. Frequently, these Members have won- 
dered exactly what the assignments were that had been given to these 
officials. 

This committee, while it has considered many bills relating to 
public health, rarely has occasion to go into the activities of the 
Public Health Service abroad. Other committees which have legis- 
lative jurisdiction over foreign affairs or appropriations have had 
occasion only incidentally to deal with the activities of our Public 
Health Service in foreign countries. 

Therefore, it has seemed a good idea to set aside 2 days for the 
purpose of familiarizing the members of this committee with the 
functions of our Public Health Service abroad. 

Since some of these functions are conducted through joint action 
with the International Cooperation Administration of the Duteciouns 
of State, we have invited the ICA to inform the committee this 
morning concerning the policies under which the Public Health 
Service plays a role in relation to the ICA programs. 

Finally, since activities are also conducted pursuant to multilateral 
international programs, we have also invited the Department of State 
to be here this morning to inform us with regard to those programs. 

During the 83d Congress, as most of you well know, this committee 
conducted extensive factual background hearings with regard to 
the major diseases of mankind. The report which the committee 
submitted to the House as a result of these hearings has become a very 
important reference volume not only for this committee, but also for 
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governmental and private organizations concerned with health 
problems. 

It is my hope that as a result of our hearings on international health, 
the committee will be able to submit a factual background report on 
this subject which will aid this committee, and other committees of 
Congress, as well as other persons concerned with American activities 
in the field of international health. 

It is our pleasure to have with us this morning the Surgeon General 
of the Public Health Service, Dr. Leonard A. Scheele, who will be our 
first witness. 

It is my understanding that the various witnesses scheduled to 
appear today have been more or less organized in the form of a panel. 
Dr. Scheele will, at our request, take charge as sort of a moderator in 
handling the presentation of the members of the panel. 

We are very happy to have you, Doctor, and those who have come 
to participate in this hearing. 


STATEMENT OF DR. LEONARD A. SCHEELE, SURGEON GENERAL, 
PUBLIC HEALTH SERVICE, DEPARTMENT OF HEALTH, EDUCA- 
TION, AND WELFARE, ACCOMPANIED BY DR. H. VAN ZILE HYDE, 
CHIEF, DIVISION OF INTERNATIONAL HEALTH, BUREAU OF 
STATE SERVICES; DR. CALVIN B. SPENCER, CHIEF, DIVISION OF 
FOREIGN QUARANTINE, BUREAU OF MEDICAL SERVICES; DR. 
JOHN J. HANLON, CHIEF, PUBLIC HEALTH DIVISION, INTER- 
NATIONAL COOPERATION ADMINISTRATION; AND OTIS E. 
MULLIKEN, OFFICER IN CHARGE OF SOCIAL AFFAIRS, OFFICE 
OF INTERNATIONAL ECONOMIC AND SOCIAL AFFAIRS, DE- 
PARTMENT OF STATE. 


Dr. Scurerete. Thank you, Mr. Chairman and members of the 
committee. 

Your interest, as you have stated, Mr. Chairman, stems essentially 
from the interest this committee has in handling legislation and 
problems of the Public Health Service in a number of our activities 
in the international field having relationship to international affairs 
of one kind or another, specific things which are in our law at the 
present time. 

They are such activities as the conduct of our foreign quarantine 
program, the conduct of our research program, which is carried on 
abroad in cooperation with other countries and some of our activities 
in relation to the immigration program. Then there are the other 
activities which you referred to which we do as a health agency 
supporting other agencies. 

For example, the State Department has basic responsibility for our 
relationships with other governments which come about because of 
treaties. The treaties that we have special interest in are those 
which have brought us in relationship to the World Health Organiza- 
tion and the Pan American Sanitary Organization. 

Then in addition to that we have other interests which bring us 
into contact with the International Cooperation Administration of 
the State Department, which is handling our so-called bilateral health 
activities in foreign lands. 
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I will lead off by describing briefly the role of the Public Health 
Service in the main in the international health field and then in due 
time call on members of our Public Health Service staff who are 
seepennine for segments of this program to elaborate somewhat on 
them, 

We will hear in due time from others on the list you have before 

ou, Mr. Otis Milliken, officer in charge of social affairs, Office of 
nternational Economic and Social Affairs, of the Department of 
State; Dr. Joseph M. Stokes, Assistant Deputy Director for Technical 
Services, International Cooperation Administration, who is not here 
at the moment, but who will join us; Medical Director John J. Hanlon, 
Chief of the Public Health Division of the Office of Public Services of 
the International Cooperation Administration. 

The Public Health Service welcomes this opportunity to tell the 
committee of its operations that have international implications. A 
number of the members of this committee have had the opportunity 
to travel abroad in the last few years and have encountered Public 
Health Service officers in a good many places. 

Probably as a result of conversations with them, and by other means, 

ou have acquired some degree of understanding of their activities, 
but undoubtedly questions remain in your mind. 

Our purpose here today is to attempt to answer those questions for 
ou and to give you a comprehensive picture of the role that the 
ublic Health Service is playing in the international health field. 

In order to accomplish this, it is necessary to discuss also the health 
activities of certain other agencies since the work of these agencies is 
so interrelated as to be inseparable in a discussion of this kind. This 
will be apparent from the testimony of the Department of State 
representatives whom the committee has invited. 


DIRECT ACTIVITIES 


Some of the international health activities of the Public Health 
Service are carried on to protect our own health. By that I mean the 
health of the people of the United States directly. 

Examples of this are the inspection service of the Foreign Quar- 
antine Division, which is designed to protect the United States against 
the introduction of disease, and the examination of immigrants 
which has a similar purpose. 


FOREIGN QUARANTINE 


Since its very beginning the Public Health Service has looked 
toward the sea. It began as the Marine Hospital Service and soon 
was given responsibility for foreign quarantine. In this capacity it 
undertook the task of maintaining barriers against the importation of 
disease from abroad, and this function continues now under the 
Division of Foreign Quarantine of the Public Health Service. 

The work is performed largely within our own borders and in our 
own ports, but the rules and regulations governing it affect the move- 
ment of people, aircraft, and ships throughout the world, and, there- 
fore, have an impact on other nations. 

In more recent years the foreign quarantine practices of the various 
nations of the world have been strengthened and partially standard- 
ized through the medium of the international sanitary regulations. 
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The Public Health Service has played, and continues to play, a 
leading role in this development. 


EXAMINATION OF IMMIGRANTS 


A closely related activity is the examination of applicants for 
permanent entry to the United States, and advising the Immigration 
Service concerning their physical and mental condition. 

It has been found that this work can be done most efficiently by 
stationing officers abroad where the prospective immigrants are 
examined before they have made the trip to the United States. We 
have 18 officers in 8 European countries doing this work. In addition, 
we have 2 officers in Canada, 1 in Hong Kong, 1 in Japan, and 1 in 
Mexico. 

RESEARCH 


Another category of work abroad in which the Public Health Service 
plays a very small part lies in the field of research. For many years 
now the National Institutes of Health have been encountering research 
problems with major focal points and skills in foreign countries, 

Various means have been found for conducting studies of these 
problems either on foreign soil or in our own laboratories here. 

During 1955 we awarded $110,389 in grants for research work in 
11 countries abroad, and there are 34 foreign scientists of unusual 
competence working in our laboratories at the National Institutes of 
Health. For fiscal 1956, the awards amount to $77,037. 


INTERNATIONAL TECHNICAL CONGRESSES 


PHS officers also participate in international congresses, which serve 
the important purpose of interchange of knowledge among the 
world’s medical scientists. 


COOPERATIVE ACTIVITIES 


These, then, are the international activities in which the United 
States engages in pursuit of its own national interest, primarily. 
Other international health activities of our Government, although 
having a very important element of self-interest, are designed to help 
other countries also in the combined interest of all concerned. 

During the first half of this century the people of the United States 
have made rapid strides in providing for themselves a sanitary environ- 
ment in which to live, but most of the remainder of the world has not 
kept pace with us. The rest of the world has not matched our record 
in lowering the rates of disability and death among our people. 

Hundreds of millions of people in the world today are subjected to 
deplorable conditions of sanitation and hygiene. Among these,huge 
segments of the world’s population, diseases which have long since 
been under control in this country are rampant, and facilities for their 
control are either rudimentary, or completely lacking. 

In many of these areas the expectation of life at birth is 25 to 30 
years in contrast to an expectation of life in our own country of ap- 
proximately 70 years. 

Disability from disease causes enormous losses in productivity and 
contributes directly to the abject poverty in which these people live. 
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I should modify that statement slightly to say that most of the 
countries of the world are far behind us in health conditions. Actu- 
ally the countries of Europe and especially the countries in the north- 
western area of Europe are about the same as we are in terms of ac- 
complishments in the health field. 

On this map of the world, which is distorted by populations, the 
red overlay shows the areas of major problems. That does not mean 
we don’t have sanitation problems in Italy, Spain, some of those fairly 
warm countries, back up through the Balkans, but generally speaking, 
the semitropical and tropical areas are the areas of the greatest prob- 
lems because they have superimposed on ordinary sanitary problems 
such problems as malaria and a whole series of other diseases which, 
fortunately, don’t plague us any more. 

In participating in the international health programs, the objective 
of the United States is to lend a hand in alleviating these conditions 
and at the same time to share in the mutual benefits which are avail- 
able to participating nations. 

There are two patterns of international cooperation in public health 
work. These are known as multilaterial and bilateral. 

By multilateral activities is meant those conducted by agencies, 
such as the World Health Organization, which are composed of a 
large number of member nations. 

ilateral activities, as you know, are those conducted cooperatively 
by the United States and another nation, such as those which are 
operated by the International Cooperation Administration. 


MULTILATERAL 


Our Government attaches the very greatest importance to inter- 
national action through both the United Nations and the Organization 
of American States. In these there is pooling of knowledge, skills, and 
resources for the solution of world problems of concern both to us in 
our own national interest and to our friends. The United States isa 
member of the health components of both of these organizations, 
namely, the World Health Organization and the Pan American 
Sanitary Organization. 

These organizations have developed systems for the exchange of 
technical information with the aid of which scientists can more accu- 
rately observe and study the international spread of disease and plan 
effective methods of providing assistance to member nations for their 
control. 

This is of value to us in our national health interest in that it forti- 
fies our own protective action against the importation of exotic dis- 
eases by controlling them at the source. 

For example, the degree of control of smallpox which has been 
accomplished in Mexico is a factor of great importance in holding that 
disease under control in the United States. 

Control of tuberculosis, venereal disease, and rabies in Mexico 
are, likewise, of direct concern to us. 

With present-day air travel this same principle applies to more 
remote places. Virus in Asia is a threat to us. 

Another reason why we are concerned with the control of disease 
in foreign countries is that it has a direct effect upon economic 
productivity and, secondarily, upon the political stability of the free 
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world. However, I will not elaborate on this subject since it lies in 
the area of competence of the Department of State and the Inter- 
national Cooperation Administration. 

In relation to international organizations the Public Health Service 
plays its role at the technical level under the policy guidance of the 

epartment of State. I am pleased to say that there exists between 
our two agencies the most friendly relationship. 

Later in this hearing the representative of the Department of State, 
with which agency we have worked closely for many years, will explain 
the general policies and the organizational framework within which 
the Public ealth Service works. 

In the international health agencies the Public Health Service 
exerts its influence in a variety of ways. Working with the Depart- 
ment of State, it takes the initiative in the organization and instruction 
of United States delegations to the various official bodies of the World 
Health Organization and the Pan American Sanitary Organization. 

Officers of the Public Health Service serve on delegations to major 
meetings, and some hold appointments as United States representa- 
tives to important subsidiary bodies such as the WHO Executive 
Board, and the Directing Council and the Executive Committee of 
the PASO. 

In the technical areas of its work the World Health Organization 
maintains panels of experts with whom it corresponds. From time 
to time expert committees, drawn from these panels, are convened 
to deal with special technical problems. 

In the brief history of the World Health Organization, dozens of 
PHS officers have been members of panels, and have participated in 
expert committee meetings. Frequently members of our staff have 
served as chairmen of such committees. 

The Director-General of the World Health Organization consults 
with the Surgeon General in regard to the technical and professional 
competence of every United States expert considered for appointment 
te a panel or committee. 

From time to time the Public Health Service is called upon to make 
a particular officer available on a short-term basis as a temporary 
staff member of the WHO or the PASO to assist in a phase of planning 
or on a specific project. 

The Chief Dental Officer of the Service, for instance, has recently 
returned from a 6-month detail to assist WHO in planning and 
initiating international activities in public health dentistry. Many 
officers have been made available in this manner during the past 
18 months. 

Thus, through participation on expert panels and committees and 
through service on the staff, officers of the Public Health Service 
play a major role in assuring the maintenance of high technical 
standards by the WHO. 

The Public Health Service provides a constant flow of technical 
and routine statistical information and reports to the WHO and the 
PASO, such as vital statistics data and morbidity reports. 

It prepares, as well, special reports as requested from time to time, 
such as the 4-year report on national progress in public health 
required by the constitutions of the PASO. 

xamples of active collaboration of the Public Health Service in 
the operating phase of the technical program of the WHO are: 
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1. The maintenance, on request of WHO, of an international 
Shigella Strain Center at the Communicable Disease Center in 
Atlanta; and 

2. The development and maintenance of international standard 
biologic preparations as part of the WHO program of international 
standardization. 

BILATERAL 


Within the past decade the United States has supplemented the 
international organization approach to world health problems by the 
more direct method of assisting friendly nations on a country-to- 
country, or bilateral basis. 

This is the program now being carried on by the International 
Cooperation Administration. 

The Government began this type of work on a significant scale in 
1942 through the Office of the Coordinator of Inter-American Affairs. 
Subsequently there has been a series of related developments through 
such programs as those of the Public Health Service Mission to Libe- 
ria, the Interdepartmental Committee on Scientific and Cultural 
Cooperation, the Greece-Turkey program, the Economic Coopera- 
tion Administration, the Mutual Security Agency, the Technical 
Cooperation Administration, and the Foreign Operations Administra- 
tion, leading up to the present program of the International Coopera- 
tion Administration of the Department of State. 

The ICA program will be described in detail to you by representa- 
tives of that agency. As a program aimed at economic and social 
development in depressed areas, it necessarily includes a significant 
health element. While ICA is wholly responsible for the operation 
of the program, the Mutual Security Act and the related executive 
orders of the President provide that all agencies of the Government 
should assist in the program as needed. 

Acting upon this authority, the International Cooperation Admin- 
istration has requested the Public Health Service to play a threefold 
role in support of its overseas program. This role consists of assist- 
ance in staffing its health missions, in providing technical “backstop- 
ping” for them, and in supervising the foreign professional and technical 
personnel that they send to the United States for advanced education 
and training. The ICA transfers funds to cover the cost of these 
PHS activities. 


STAFFING 


In relation to the first of these functions, the Public Health Service 
details officers to the ICA. Members of the committee have met a 
number of these men overseas and have seen something of the im- 
portant work they are doing. The officers assigned to ICA are, for the 
most part, Reserve officers recruited specially for this assignment. To 
obtain them the Public Health Service makes available to ICA its 
recruitment resources and its appeal as a professional and technical 
agency. 

The bill on which we testified before the committee yesterday, which 
would enhance the attractiveness of our commission system, has its 
ramifications even in making work for our officers on detail to ICA 
more attractive. 
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TECHNICAL BACKSTOPPING 


In its backstopping role the Public Health Service, upon request, 
provides technical information and review and evaluation of ICA 
programs. The relationship with ICA is indeed an intimate one, with 
many of the health staff consisting of Public Health Service officers, 
among whom is the Chief of the Public Health Division, Dr. John 
Hanlon, who will testify before this committee later. 


TRAINING 


The supervision of foreign trainees consists of arranging their edu- 
cational programs with appropriate educational institutions and help- 
ing to solve the multitudinous problems which arise with foreign 
students in this country. The Service groups these fellow with those 
coming here under other programs and utilizes its regular contact 
with schools of public health, as well as State and local health services, 
in providing a well rounded experience for them. 


SUMMARY OF PHS ROLE 


In summary, then, there are three general areas of foreign or inter- 
national activity in the field of Public Health: 

1. The direct programs which are carried on solely to protect health 
in the United States; 

2. The international programs in which we participate as a partner 
of other nations in tackling world health problems of concern to us and 
to others; and 

3. The programs in which we give a helping hand to friendly na- 
tions on a country-to-country basis in order to remove foci of disease 
and to build their national strength. 

The Public Health Service plays an active role in each of these 
program areas. 

Mr. Chairman, I hope that the committee will stop me or any of 
the witnesses, the panel members, as we go along, and ask questions as 
they occur to you. 

he CuarrMAN. The Chair was planning to discuss for a second that 
procedure. Do you prefer in your presentation to have interruptions 
at a particular point, or to wait, as in your case we have, until a wit- 
ness is finished and then to have questions asked of that particular 
person? 

Dr. ScuzeLtz. Members of the panel have no preference. 

The Cuarrman. I have one or two questions. I think you have 
eo us a pretty broad outline of the operation of the Public Health 

rvice abroad. 

You said, I believe, that ICA transfers funds for payment of the 
Public Health Service personnel assigned to that operation? 

Dr. ScHEELE. Yes, sir; there are two parts to that. We carry on a 
certain number of activities in the Public Health Service per se in our 
Division of International Health. ICA transfers funds to us to main- 
tain the staff which we have resident actually in the Public Health 
Service carrying on this additional work. 

Then we assign officers to them—)] must ask Dr. Hanlon or Dr. 
Hyde to help—my impression is that they go on the ICA payroll? 


Dr. Hanton. It is on a reimbursement basis. 
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Dr. Scueete. They are reimbursed to us. We continue to pay 
them, but with transferred funds. (See appendixes I and II.) 

The CuarrMaANn. I am asking you questions primarily because 
frequently on the floor when an appropriation bill is discussed or 
debated, questions are brought up to which members of this com- 
mittee should have the answers. I am seeking some of them here. 
Maybe in the past we have not had some of the answers ready at hand. 

Now, you referred also to a number, I believe you said you had 
18 officers assigned to 8 European countries in connection with the 
examination of persons applying for permanent entry into the United 
States. 

Those are assigned directly and, I presume, are on the payroll of 
the Public Health Service? 

Dr. Score er. Yes, sir; they are on the payroll of the Public Health 
Service and the cost of that program is in the Foreign Quarantine 
Division of the Public Health Service. 

We get the funds directly. The cost is not reimbursed by anyone 
else. 

The CuarrmMan. There will be a number of questions, I am sure, 
as we proceed with other witnesses. 

Dr. Scuerete. Mr. Chairman, I must modify that. Possibly I am 
answering technical questions here that I should call on others for, 
but in the case of the program to bring refugees to this country, we do 
receive transferred funds for the operation of that, from the Depart- 
ment of State in that particular case, under the McCarran Act. 

The CuarrMan. That is for the refugee program? 

Dr. ScHEELE. Yes, sir. 

The CHarrMANn. It does not apply to those making applications for 
visas for permanent entry? 

Dr. Scurete. That is right. That was a supplemental program 
added by the Congress and the basic authority there is in the Depart- 
ment of State, and they request the funds and then in turn reimburse 
us as necessary for the extra health services we have to provide them. 

The CHarrMan. Are there other questions of Dr. Scheele? 

Mr. Carlyle? 

Mr. Carty.e. Dr. Scheele, what would be your comment relating 
to the degree of cooperation that we receive from the foreign countries 
in which we are working? 

Dr. Scurete. With your permission, I would like to speak on just 
one part of that. 

As far as cooperation with our quarantine program is. concerned, 
that is, the immigration examinations, we have no great problem. Of 
course, our activities really are not a matter of concern to these 
governmenis. 

These people come to us while still citizens of those countries to 
have physical examinations and there would not normally be points of 
friction on such programs. However, in the case of programs where 
we are giving particular technical assistance, with your permission, 
I would like to call on Dr. Hanlon to answer that, because he is watch- 
ing directly each one of those missions abroad and can tell you, I 
think, where it works well and where it may not work well. 

Mr. Cartyue. Doctor, do you understand my question? 

Dr. Hanton. I believe I do, sir. 
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Mr. Chairman and members of the committee, I think the key to 
the answer to Mr. Carlyle’s question is that as in the case of all aspects 
of the ICA program, we never work with any foreign country except 
at its request and invitation, and on the basis of a bilateral interna- 
tional agreement. Then the mechanism of work is a cooperative 
one with representatives of the host government. 

Mr. Cartytz. Thank you, Doctor. 

The CuarrMan Are there other questions of Dr. Scheele? 

Mr. Hayworth? 

Mr. Hayworru. In a situation such as in Saigon, is that a direct 
Public Health Service operation, or is that under the Department 
of State? 

Dr. Scurr.e. Dr. Hyde is the chief of our Division of International 
Health, who handles these matters. 

Dr. Hypr. The work in Saigon and Vietnam is under the ICA 
program. The officers assigned there are assigned to ICA and sta- 
tioned there by the ICA. 

Mr. Hayworru. And another question I would like to ask is this: 
We talked when we were in Indonesia last fall with representatives 
of either ICA or your service about some problems which they were 
having, and they asked us to convey their problems to you directly. 
They felt it might be helpful if we would talk about things we have 
seen, which I am not prepared to do at the present time because I 
would do it from memory and I would not be accurate at all. 

There were some in our group that did talk to individuals and 
perhaps to members of the staff. I would like to know in such in- 
stances how we could best function after we return from a trip of 
that kind in order to lay some of those problems we have observed 
before vou? 

Dr. Scueete. I think we would welcome coming to see you and 
hearing of your experiences. It would be welcome even now in this 
hearing. 

We have a pretty continuous contact with our people in the field, 
both by letter, and by visits by central office staff who occasionally 
go out and see them. 

It bas been customary in the last several years to have meetings 
of the chiefs of health missions in the various countries, have them all 
come together at one time so they can exchange ideas. 

Usually at that time we have a chance to go over two kinds of 
problems, those relating to the program of the country, maybe the 
slowness of supplies to come, or problems of that sort, and problems 
in terms of getting as rapid training or acceptance, maybe, of some 
procedure as they would like to have. 

Then there are personal problems, of which they always have some, 
and we try as best we can to resolve them, but they do have them, 
such as problems of housing. 

You may have run into the inadequacy of housing for staff overseas. 


These are not unique to our Public Health Service staff; they are 
universal for all of the staff overseas, no matter what agency of 
government they are serving. 

There are problems of how long they stay out before we bring 
them back. There are advantages in keeping them possibly a little 
longer than we tend to keep them out. 
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We usually keep them out 2 years. Some think it would be better 
continuity if they stayed 3. 

The individuals stay longer if they volunteer to stay longer. 

There are disadvantages in forcing them to stay there because there 
are problems of school for children in many of these countries, of the 
type that these folks would be accustomed to having back in the United 
States. 

These are hardship posts in almost all cases, some more than others. 

So we do try within the limits of our personnel structure and the pay 
system, and the pay system of ICA which we are able to use in part 
in this instance, to make life as easy and as comfortable for these folks 
as we can. 

But I know in spite of all we do try to do for them there are still 
many residual personal problems that we have. I think some of these 
may be resolvable in time, possibly even on a legislative basis. 

We so what we can do within the law for them, but if the pay scale 
is at a certain level there is nothing we can do about that if that is 
fixed under the law except as there may be permission for special over- 
seas allowances, and there are such allowances. 

But as I said earlier, we will welcome any word that any of you who 
are abroad at any time may bring back to our staff on any problems 
they have. 

We will certainly do our utmost to try to meet the problems if they 
seem legitimate ones and resolvable ones. 

Mr. Hayworru. I think I will suggest, Mr. Chairman, some of us 
who were on that trip might invite a member of the Service to come 
up. Iam sure it will be a help to us as well as Dr. Scheele. 

I want to say, Mr. Chairman, the 5 of us, including 2 staff members, 
who were on this trip, felt that the work that was being done in the 
way of health in southeast Asia was extremely valuable to America 
in fighting communism and a greater service to the free world. I 
think it is something we should encourage. 

The CHarrRMAN. I am sure that all members of the subcommittee 
share that viewpoint, although all of them have not had an opportunity 
to observe that as you have had and others who accompanied you on 
the trip. 

Are there any other questions? 

It is my understanding that Dr. Hyde will appear as the next 
witness on the panel, but there may be other questions of Dr. Scheele. 

Mr. Heselton. 

Mr. Heseiton. Doctor, the reason I am asking this question is 
that I had the privilege, with the chairman and some of the other 
members of the subcommittee, of hearing General Gruenther outline 
the situation which confronts us and his estimate of the future in a 
very intelligent and I thought excellent way last night. 

That remains with me and it will for some time. 

As I see all these problems, they fit into the pattern of what he was 
talking about, not necessarily in terms of the military effort, but in 
terms of the effort you are making with these potentially friendly, but 
uncommitted millions of people. 

I am wondering if somebody will describe for the record at any 
rate, how extensively through ICA or through the Department of 
State, or through any international association or organization, we 
are really accomplishing something with these dollars we are spending. 
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The Chairman, I thought, pointed this up in terms of the ques- 
tions he asked us as to what we are doing and what we are accomplish- 
ing. 

It is my understanding that the representatives from ICA and the 
Department of State and these other groups who intend to describe 
this, will be able to answer these questions which confront us so 
frequently in terms of exactly what is being done, how it is integrated, 
if it is integrated, and what we may expect from it. 

Dr. Scuee.e. I believe they will speak to those points. At some 
point it may be that they can give you examples in one or two coun- 
tries and we might for the committee call on them to extend that in 
material they will send you. 

Mr. Hesetron. I think that will be very helpful. 

I notice in reading your statement some reference to the work which 
is done in terms of research in other countries with the grants this 
country makes in order to encourage that research. 

For many years this committee was concerned with the functioning 
of a national science foundation. 

Is there a close cooperation with the National Science Foundation 
in terms of those research grants and, incidentally, in terms of the 
grants that I gather from your opening statement are made to indi- 
viduals who come from other countries to study here under some type 
of cooperative program? 

Dr. ScHEeE.eE. Yes, sir; there is very close cooperation between our 
programs. Our staffs, Dr. Waterman and I, get together frequently 
and discuss problems of common interest, overhead, and various 
other things. 

Then technical members of our staffs are in constant communica- 
tion. We exchange communications on grant request programs. 
Their program is limited to the support of basic research, whereas 
our program supports some basic research, but also supports a large 
amount of clinical and applied research. 

On the matter of applications it is not an average situation to have 
overlapping. I mean ordinarily investigators don’t apply to both of 
us. They apply to one or the other. We know if they apply both 
ways, because of our requiring that the investigator indicate whom else 
he is asking funds of for the particular project, or whoever is currently 
supporting it. So we do not have that overlap. 

Even if we did not try to avoid overlap it is a fact that we do not 
have it because the fields of research support are so broad, the oppor- 
tunities are so great that it is very unlikely we would run into two 
investigators wanting to do the same thing in exactly the same way. 

They would try to achieve the same goal, but each would have some 
variable in the project which would make it a different project. 

On the matter of people that come in for training here, we don’t 
award research fellowships or trainee fellowships to individuals who 
are not United States nationals. I don’t believe we are permitted to 
do this, by law, nor is the Science Foundation. 

The people I referred to were foreign investigators who are working 
in this country by invitation. We try from time to time to invite a 
visiting scientist to come in who has some unique ability, to come and 
be resident in our Public Health laboratories. 

There is no problem of overlap in that relationship with the Science 
Foundation, because they don’t operate laboratories. 
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Now, the projects which we give help to abroad, the actual research 
projects we give help to abroad, are very carefully selected. You may 
have noticed the sum of money, $77,000, is not very much out of a 
$39 million research and grant-in-aid budget this year (fiscal 1956). 
We have given strictly limited support for research abroad, in the 
belief that Congress has intended this support program to be essen- 
tially for the support of research in the United States, at least so long 
as there were ideas and opportunities to support research here. (Ap- 
pendix ITT.) 

On the other hand, we recognize that there might be from time to 
time a unique investigator abroad who had an opportunity to do work 
of great importance that would not otherwise be done here; so a few 
of them have received support. 

In addition to supporting some individual research abroad, we have 
become increasingly interested in recent times in studying the com- 
parative aspects of disease in a number of countries simultaneously. 

For example, in the field of cancer there are, as far as the reported 
records go, substantial differences in the incidence of certain forms of 
cancer in the different countries. Some of these are probably end 
results not of real differences in disease incidence, but just of differences 
in reporting. 

On the other hand, there are some countries that have very large 
numbers of physicians and good quality care and examinations and 
they, too, show differences. 

So it has been hoped that by persuading, and we have persuaded, 
a number of people in other countries to take on their country’s 
side of the project, we could assemble information on the epidemiology 
of cancer worldwide and by this device we might have some windows 
of knowledge opened because of these differences. 

Can they come from different methods of living? Can they come 
from different methods of eating, diet? Different methods of ex- 
posures? And can we finally point a finger to some of these which we 
can then take on in the laboratory and study further? 

There are serveral studies of that sort underway, notably of cancer, 
and there is current interest in Dr. Paul White, one of the President’s 
cardiologists, who is a spearhead right now in a effort to try to de- 
velop some similar studies on the incidence of heart disease, both 
disease of the coronaries of the heart, blood vessels of the heart them- 
selves, and the study of the blood vessels of the rest of the body as 
far as hypertension goes. 

Here again we seem to have some differences. We have some 
populations that don’t seem to have coronary heart disease; we have 
some populations that don’t seem to have as much hypertension as 
we have even when we adjust ages. 

Here again there may be opportunity through worldwide study to 
get at least some suggestions out of these studies. 

It is possible that within the coming year our National Heart 
Council will set up such a project. This is under discussion at the 
present time. 

These are our international contacts. 

As I say, our contact with the Science Foundation is very good. 

I might point out as one additional thing which I think will be of 
great interest to this committee, Mrs. Hobby, when still in our de- 
partment as Secretary, asked the Director of the Science Foundation, 
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Dr. Waterman, to undertake a study of the research programs of the 
entire department, but especially of the Public Health Service. The 
Science Foundation board set up a study committee under Dr. C. N. 
Long, of Yale University, a working staff of new people, who have 
undertaken that study and they are in the final process at this very 
minute literally of coming in with their final report. 

In other words, our department used the Science Foundation and 
the authority which the Congress gave to it to be an agency to which 
other Government agencies ooalt go for advice on other research 
programs. 

sie HesEe._ton. When do you anticipate that report will be avail- 
able? 

Dr. ScHee.E. Within the next week or 10 days. 

Mr. Sprincer. Does that include your activities in foreign research 
outside this country? 

Dr. Scueete. The amount we do on that is small, and I don’t 
think the study committee will pay much attention to it. 

Mr. Springer. Is that group making a servey of our foreign re- 
search in addition to research in this country? 

Dr. Scuzxrte. No, sir; this group’s focus is on our direct research 
programs in the Public Health Service and the grant-in-aid and train- 
ing programs we have in the United States. They are looking into 
such things as basic research versus applied research and the balance 
between them. 

They are looking into such things as the many categories that we 
have, cancer, heart, which are sort of separate entities as against con- 
cepts of general research. 

Mr. Sprincer. In other words, none of this applies to any work 
you are doing in ICA overseas? 

Dr. Scuze te. No, none of it applies to ICA. 

They are not engaged in research. This study the group is doing 
is entirely related to our domestic research program. 

Mr. Hesetron. Is it desirable, do you think, to extend—I am 
thinking of this overall program that you have outlined, Doctor—is 
it desirable to go further in that particular study and study what is 
being done with the various agencies of the Federal Government in 
cooperation with other governments so that somewhere we will have 
an evaluation of that program and of its effectiveness or any recom- 
mendations in order to make it more effective? 

Dr. Scurrte. There could be value in such a study. How essen- 
tial it would be might be another question, however, owing to the 
limited extent to which the various Government agencies concerned 
may be operating abroad in the field of medical research. I am re- 
ferring, for example, to the National Science Foundation which would 
make the study, to the Department of Defense, the Air Force, the 
Atomic Energy Commission and possibly the Department of Agri- 
culture. The study might be helpful in evaluating further needs for 
research which could benefit the United States. 

Mr. Hesetton. I would like to ask two questions which will point 
up what I am trying to settle in my own mind, and I think Mr. 
Springer pointed to it. 

In terms of the work which the Department does and which the 
ICA does and the Department of State does, is there anybody today 
in government who is in any position to report to this committee 
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what that program is, how effective it is, what improvements might 
be suggested, whether it is accomplishing the objectives not only in 
the fields of actual technical work which is tremendously important, 
I have no doubt about that, but in terms of the overall objective of 
the Government, as I understand it; and to go back again to the 
remarks General Gruenther made last night, is there anything of that 
nature in existence today and, if not, would not that be something 
worthy of consideration before very long, before we get too far in- 
volved in going off in a thousand different directions? 

Dr. ScuEete. I believe that the State Department which has the 
legal responsibility for the program, will be well prepared for that. 
It just happens that Mr. Stokes is not here at the moment. 

Mr. Hese.ton. Before I forget it, is anybody going to touch on the 
connection between the governmental work and the work of such 
groups as were set up in South America through Nelson Rockefeller, 
which some members of this committee had an opportunity to see in 
action. 

Dr. ScHEELE. Yes, sir; that is going to be covered also by the 
State Department, Dr. Hanlon, Dr. Stokes, and partly by Dr. Hyde. 

Mr. Hesetton. Perhaps I had better make this one observation 
rather than a question. 

I remember so vividly some years ago} when this committee was 
in South America, being at an airport one morning and talking with a 
very competent representative of our country, without mentioning 
the name of the country. We had done something at that time 
which everybody, I am sure, thought was a great gesture of good will. 

As a matter of fact, I learned from him, and | later checked and 


found he was absolutely accurate in his observation, that the net 
result was very poor. We had helped a country which had never 
helped us at all, never had given any indication that it ever intended 
to help us in the future. We had bypassed a country that had stood 
with us from the very first. 

I think some of those things are the things that I have in mind in 
terms of a ee worthwhile effort that is being undertaken 


by, the Department and such as I anticipate will be described to us 
today. 
I hope we will have some indication of the type of coordination 
that may exist and.where improvements can be made. 
Thank you. 
Dr. ScHEELE. We will alert Mr. Stokes, who, I believe, will be the 
one to best speak to those particular points from ICA when he comes. 
Mr. Springer. Doctor, who is in charge of your Public Health 
Mission to Liberia? 
Dr. Scuzgetz. Dr. Moorhead. 
Mr. Sprincer. Are you familiar with that general work? 
Dr. ScHeE ez. I am only in a very general way, but we have mem- 
bers of our staff here who are familiar with the details of it. 
Mr. Springer. What has been the nature of your work, briefly? 
Give one example. 
Dr. Scuzexe. Dr. Hyde. 
Mr. Hypsz. Mr. Springer, as you may know, that work was begun 
_in 1944 directly by the Public Health Service. Since then it has been 
* administered under the International Cooperation Administration 
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and the Foreign Operations Administration and the Technical Coop- 
eration Administration. 

The work has from the beginning directed attention to training 
personnel, particularly nursing personnel and subprofessional nursing 
personnel, and to the establishment of a demonstration of rural public 
health in the Gbanga area on the road to Sanaquille, a demonstration 
there of what might be done in such a setting which, as you know, is 
relatively primitive by our standards. 

Also, malaria control in the Monrovia area and further up the 
road at Kpain, the World Health Organization is working on a malaria- 
control program which is closely related to the ICA program. 

There are residual problems as to how you get malaria control into 
what they call the bush in Liberia. 

Those have been the major points of emphasis, training of personnel 
and development of rural health services. 

Also there was a development of a public health center devoted 
largely to medical care in Monrovia, itself. That has been taken 
care of by the Government of Liberia. 

Mr. Sprincer. What about the center for tropical medicine in 
Liberia? 

Dr. Hyper. That is at the Firestone plantation, as you know. It 
has been developed, sponsored, by the American Foundation for 
Tropical Medicine. 

Mr. Sprincer. What is your relation to it? 

Dr. Hype. At the present time, there is no direct relationship, I 
believe, but I would like to ask Dr. Hanlon, who is the ICA repre- 
sentative, if I might, Dr. Scheele. 

Dr. Hanton. At one time, Mr. Springer, we had several of our 
employees stationed at the research center carrying on certain labora- 
tory work in connection with our programs. 

That was in effect a courtesy arrangement. 

Then because of the increased needs of the center itself for space 
because of some increases in their program, our personnel could no 
longer be accommodated there. 

Mr. Sprincer. How long ago was that? 

Dr. Hanton. That was 2 years ago. 

Mr. Sprincer. You are sure of all these facts? 

Dr. HaNnton. Yes, sir. . 

Mr. Sprincer. Go ahead. 

Dr. Hanton. That has been the extent of our bse 4 relationship 
there. It is a private institution as Dr. Hyde mentioned. 

Mr. Sprincer. Now, that is the largest tropical medical center, 
outside of one, in all of Africa, is it not? 

Dr. Hanton. I don’t believe I am completely competent to answer 
are question. I think you are referring to NAMRU in Cairo as the 
other. 

Mr. Sprincer. The Congo. 

Now, my point is this, Doctor: The committee was there a year ago 
last December. I was very much disappointed to find this situation 
existing. I went into it in great detail because I stayed in this hospital 
for 2 days. There was equipment there which had been left by your 
administration—I am talking about Public Health—locked in two 
rooms. Your people had moved out a year before, roughly. Thé 
equipment was still there. 
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It is true the man had a key to go in, but he could not use this 
equipment. He could not find anyone who would give him permission 
to use this equipment, all of which was very much needed by the 
hospital there in an experimental program. 

Let me say this, that someone deceived you in stating there was not 
enough room because two-thirds of the hospital was vacant. They 
were looking for doctors to do research work there. 

In other words, space was available. Here was equipment which 
was not being used by anybody and he could not even get an answer 
in over a year from anybody who would either say yes or no. 

Now, this is the head of this tropical medical hospital. Now, that 
was the reason I asked you because I went into it in some detail with 
their doctor. Although he happened to be a Canadian citizen, he 
felt you people had done a good job previously. 

I certainly do not want to paint the kettle black, or the pot, but 
it was my understanding that the cut in funds caused a cutback in a 
research program which you were carrying on in the tropical medical 
hospital. 

Is that correct? That is my informal understanding from talking 
to him. I did not talk to anybody in Public Health. 

Dr. Hanton. I don’t believe that is entirely the case, sir. If I 
may bring you up to date on this particular question, it so happens 
that we had a conference as recently as yesterday on this particular 
problem, within ICA. 

Mr. Springer. Can you inform me if the equipment is still locked 
in the room? 

Dr. Hanton. The equipment is still there. It is obvious to us 
at this point that there has apparently been misunderstanding on each 
side in this case. The gentleman who has the responsibility of head- 
ing up what we call our Liberian desk in ICA is leaving today, as a 
matter of fact, to go to Liberia, one of the reasons being to look into 
this particular case. Meanwhile, we have on several occasions come 
up with proposals which we felt would be suitable to each side. 

May I say this, that the equipment was purchased by and for the 
United States technical assistance program, with ICA money, under 
a bilateral international agreement. 

In terms of the majority of our agreements that title must remain 
with our mission until the time that our mission leaves or winds up 
its work. 

At that time in terms of the agreement, the equipment must revert 
to the host country on the basis of enabling them to continue what 
we have helped them get started, whether it be a laboratory or a 
health center, or whatever it is. 

Nevertheless, we have tried to recognize in this and other instances 
that it is never a good thing to have valuable equipment lying idle. 

So we have been in this situation, at a considerable distance in 
Washington from Liberia, having the story which you have received 
presented to us on the one hand, and on the other hand having a 
somewhat similar story presented by our mission which also wants to 
use the equipment and owns it, but can’t get into the two storerooms. 

We have presented most recently a proposal which was the subject 
of a meeting held in Liberia with representatives of our mission and 
representatives of the LITM, the Liberian Institute of Tropical Medi- 
cine, at which we have been told there was an agreement. 
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The proposal was that they work out for the time being an agree- 
ment whereby our health program, which needs some of the equip- 
ment, would have released to it half of the material and equipment 
and the remaining half remain in the institute in order to assist it 
in carrying out its activities, but with the understanding that accord- 
ing to law and International agreement eventually all of it would 
revert to the Liberian Government. 

Mr. Sprincer. That is true, that is my understanding, but this 
thing stuck out like a sore thumb. Here is a representative that 
went out and lived in the hospital. I was out there at Monrovia and 
saw the whole thing. It is something, with valuable equipment lying 
idle. I did want to determine whether the fact you were not using 
it was due to the fact there was a cutback in some fund of some kind 
whereby it was impossible for you to use it. 

That would not be your fault, but I do see a great need here in this 
backward country of Liberia. I can see that there was a tremendous 
need for the tropical research in addition to the program which you 
were doing because it is my feeling after I went into this tropical 
medical thing that the results were going to be far reaching for all of 
the African area, not just applicable to that one thing. 

Mr. Hesevton. In terms of Mr. Springer’s question, I have not 
had the privilege of being in Liberia as he has, but I have read a good 
deal about it. 

What did the Firestone people do in the past in terms of this 
problem; do you know? 

Mr. Sprincer. I can answer that for you if you want me to. 

Dr. Hanton. I would like to refer that to Dr. Hyde. 

Dr. Hyper. Mr. Heselton, the Firestone family built the buildin 
in which the Foundation for Tropical Medicine operates the jeeurdl 
activities. If I may comment on the question of why ICA funds are 
not now available for support of research, it is due to the fact that the 
Government of Liberia has not requested that research be done under 
funds alloted to Liberia. The ICA funds are limited, and as pointed 
out earlier, the activities that are carried on in @ country are done on 
the basis of request, and the Government has not requested this 
activity and, therefore, ICA is not in a position to continue research, 
but must use their funds for service activities. 

Mr. Heseiron. What did Firestone do about that prior to the 
entry of our Government, or any international government agency 
in the field, and I would like to know why it was that Firestone dis- 
continued it, if they discontinued it, and how much the Government 
picked up and why they picked it up? 

Dr. Hyper. I think I can give a partial answer at least. 

The hospital is not part of the research institute although the 
hospital and the patients in it may be utilized by the men doing the 
research. But there is a separate institution on the grounds that was 
built after the war. Prior to that Firestone has a hospital and has 
had ever since they have had a plantation there, rendering medical 
care and carrying on rather extensive public health activities within 
their own plantation. They have been giving public health care and 
supervision and medical care on the plantation right along. 

The carrying out of research, having a tropical medicine institute 
adjacent to the plantation, was an added feature as a memorial to 
Mr. Harvey Firestone, Sr. 
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Mr. Hesetton. You mean the Government or some international 
agency has only supplemented what Firestone has done, and they 
are still doing it? 

Dr. Hype. Yes, sir. 

Mr. Sprincer. That is true. I think this clarifies what happened. 

Mr. Firestone became interested in the thing. They built the 
Tropical Medical Hospital and put it at the disposal of the American 
Foundation of Tropical Medicine, which runs it. 

The Foundation had their own director in charge. He is not paid 
by Firestone, but paid by the Foundation. 

I believe Firestone does give them a sizable grant and the Tropical 
Medical Foundation supplements and adds to it if it can. 

So it is a joint enterprise. 

Is that hel ful to you in giving you the picture of the situation? I 
think that what the Tropical Medical Foundation is doing and what 
these people are doing is not duplication in any sense of the word. 
These people are working down at the elementary basis. This other 
is research in a great many things to try to produce results which 
could be used anyplace in Africa or anyplace where tropical medicine 
would have to be used. 

I just wanted to bring this situation to your attention because it 
is one I saw. 

Who is the expert on Pakistan? 

Dr. Hanton. I will try to answer. 

Mr. Sprincer. Your work has been good, in talking with the 
Pakistan people, but I am not familiar with it. Roughly what are 
you doing in Pakistan? 

Dr. Hanon. In Pakistan our program includes malaria-control 
work and rural sanitation, but perhaps the major contribution which 
we are trying to make is in the field of training, the improvement of 
teaching facilities and particularly teaching staffs in a number of the 
medical schools. 

As you may recall, when the partition took place it left what be- 
came of Pakistan with a considerable scarcity of people trained in 
the healing arts. So that has been certainly one of their most out- 
standing problems. It is in that area that,we are trying to work. 

Mr. Springer. You sent Colonel Boyd about 3 years ago; did 
you not? 

Dr. Hanton. Yes. 

Mr. Sprincer. He is a very fine doctor, may I say. He did some 
very good work out there. I understand he had a sort of crash pro- 
gram in the rural area in trying to get at the villages on the question 
of sanitation, as I recall. 

I think that work is good, because what you see in Pakistan is 
pretty bad. 

When India was divided they took all the civil servants that could 
help on this program on their side of the line. I cited these two camps 
because these are specific examples of what these people are doing. 

Dr. Hanton. May I make one additional comment. We have had 
a rather spectacular—in fact, it was repeated last year to a smaller 
extent—a rather spectacular need placed upon us in terms of emer- 
gency help when Pakistan suffered from very disastrous floods. You 
may recall that was written up in the Reader’s Digest and several 
other places in the public press. 
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Mr. Sprincer. I talked to Dean Reed, who was out there at that 
time, on the background of this whole thing. Will you tell the 
committee in a few sentences what you did in Greece? 

Dr. Hanuton. I would prefer to refer that to Dr. Hyde because the 
Greece program existed prior to the time I was associated with this 
work. Dr. Hyde was actually in Greece. 

Dr. Hyp. Mr. Springer, there was a rather extensive program in 
Greece, as you recall, as part, first, of a mission sent directly there by 
the State Department. That was absorbed by ECA and later MSA. 

The Public Health Service had a fairly substantial group of officers 
in that mission, The attention was given to malaria control, and, as 
a matter of fact, the end sesult was that malaria, which used to affect 
from 1 million to 3 million people a year in a population of 7% million, 
is now a rare disease in that country. 

There was also activity in tuberculosis, in case finding and in the 
development of facilities for tuberculosis, and considerable activity in 
nursing and establishing in Greece the concept that nursing is an 
honorable profession. It had been looked on there as quite a different 
type of activity. Schools were established and American nurses 
worked with those schools and established really a profession of nurs- 
ing in the country. 

A great deal was done to rehabilitate the medical schools in Athens 
and also to establish rural health centers throughout the country. 
Those were the main parts of the program. That program has now 
been discontinued. 

Mr. Springer. I want to compliment you on your malaria work. 
We saw some of the work 2 years ago in Greece that was done in rural 
areas. We made a trip halfway across the country, east and west. 
That was a good example, I thought, of what your people were doing 
in the public-health field as far as Greece is concerned. 

Dr. Hyps. Mr. Chairman, may I comment on that? I should like 
to point out in that connection that a number of agencies were jointly 
concerned with helping the Greek Government in its malaria-control 
program. As in so many instances, the Rockefeller Foundation came 
in first, and later UNRRA came in, followed by the assistance given 
by the World Health Organization and the United States bilateral 
program. At one time or another these agencies all worked hand in 
hand to help Greece and its malaria administration tackle various 
aspects of the program. 

Greece and its malaria administration had the major hand in con- 
trolling the disease. 

The Cuatrman. Mr. Carlyle has a question. 

Mr. Cartyte. Doctor, did I understand you to say that malaria 
was well under control now in Liberia? 

Dr. Hyps. It is well under control in the Monrovia area and in the 
area in which the World Health Organization is carrying on a program. 
It is not as yet under control in the “bush.” 

Mr. Cartyte. What is the greatest problem that you know of in 
Liberia at this time? 

Dr. Hyps. I should think that malaria is still No. 1 as far as the 
numbers of people affected are concerned. Then I think that also 
the diarrheal diseases, the dysenteries, would be the No. 2 problem. 

Dr. Hanton. May I add to that, sir, again, as in so many cases, the 
dire shortage of qualified personnel. There are at the moment now 
just two Liberian physicians. 
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Mr. Cartyte. Is tuberculosis a great problem? 

Dr. Hanton. Undoubtedly it is. I would expect it to be. We have 
not been dealing with it. 

Dr. Hype. If I may comment, I think that in Monrovia it is, but 
in the bush there is very little tuberculosis. I think that is the case. 

The Cuarrman. If there are no further questions, I am sure Dr. 
Hyde has probably covered parts of what he would have said as a 
witness in response to questioning of the committee. 

Dr. Hyde, who is Chief of the Division of International Health, 
Bureau of State Services, was scheduled as the next panel witness. 

Now, Dr. Hyde, you may proceed as you see fit, in view of the fact 
that a great many questions have been directed to you already. 

Dr. Scueeve. With your permission, Mr. Chairman, may we switch 
that and first cover quarantine activities in the Public Health Service, 
and call on Dr. Spencer, who is Chief of the Division of Foreign 
Quarantine? 

The CHarrMAN. It is agreeable to the Chair. 

Dr. Spencer. Mr. Chairman, members of the committee, con- 
tagious or epidemic diseases are transmitted by the movement of 
infected people or animals along routes of travel or commerce. History 
will tell us of the various diastrous effects of these severe epidemics. 

Recognizing the difficulties that arose in the movement of com- 
merce and the very disastrous effects on the economies of countries, 
the world governments have entered into, in a number of instances 
and at different periods, international sanitary conferences, out of 
which have come a uniformity of handling of this type of traffic and 
providing proper quarantine controls. 

With the development of the United States and with the impact 
having been felt here from some of these epidemics, the Congress in 
1878 passed the first Federal Quarantine Act making the inspection 
of ships and people a national responsibility. 

This was in supplementation to then existing State operations of 
quarantine and, therefore, was the first step to place it on a Federal 
level. The law of 1893 made the Marine Hospital Service (now Public 
Health Service) responsible for the prevention of and introduction of 
quarantinable diseases into the United States. 

Many years later, in 1926, the Air Commerce Act applied the 
existing quarantine laws to air travel. 

Now, Public Law 410, 78th Congress, sections 361-369, is the stat- 
utory authority for performing this duty. 

Most of the countries of the world, as I mentioned earlier, agree to 
the need for control of the spread of epidemic diseases through the 
medium of commerce and that the control measures must be uniformly 
applied in order to relieve restrictions or unusual impacts on the 
commerce and in order to make more effective the measures that are 
applied. 

Thus international sanitary conventions or treaties have for years 
been in effect to provide this control. Presently, and providing a 
uniformity in relation to our national quarantine and in our par- 
ticipations in this field abroad, there is in effect the Pan-American 
Sanitary Code governing quarantine in the Western Hemisphere in 
the America’s—and on a worldwide basis there are the International 
Sanitary Regulations No. 2 of WHO, which superseded previous 
conventions. 
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The quarantinable diseases as defined by the International Sanitary 
Regulations are smallpox, typhus fever, yellow fever, cholera, plague, 
and relapsing fever. Relapsing fever has only recently been added 
to the list. 

The national quarantine of the United States is performed by the 
Division of Foreign Quarantine, Public Health Service. This Division 
performs two important functions. 

The first is quarantine, which provides basic preventive measures 
consisting of inspections at ports and airports of entry of persons, 
planes, vessels, and other possible vectors of disease, such as birds, 
animals, lather brushes, cultures, infected materials, and dead bodies. 

On finding evidence of disease, effective treatment or control 
measures are employed to prevent introduction of disease into this 
country. These consist of isolation and treatment of a case, vac- 
cination and observation of contacts, and destruction of rodents by 
fumigation, trapping, or poisoning, since those rodents serve as animal 
hosts to disease, such as plague, and could spread the disease as an 
epidem,c among other rodents from which it then could be trans- 
mitted to humans by the bite of an insect, such as the flea or mite. 

A number of insects have been proved to be important transmitters 
of disease, fleas, mites, mosquitoes, ticks, body lice, and even flies 
and cockroaches. 

Recently developed insecticides and repellents have made control 
of these vectors much more effective. 

As a possibility of extending our effectiveness in control we maintain 
a close relationship to the States and their health organizations and 
to the cities, where communities immediately surround the ports 
or airports of entry. 

The second function is the medical examination of aliens which 
began in 1891. The legal authority for this is contained presently in 
section 325 of Public Law 410. 

The Immigration and Naturalization Act of 1952 provides for the 
exclusion of aliens with serious mental disturbances, tuberculosis, or 
other dangerous diseases or physical defects which might affect the 
person’s ability to earn a living. 

When conditions are discovered upon examination by the medical 
officer and certified to either consular or immigration officials the 
alien so affected must be excluded. 

Medical officers of the Public Health Service are assigned to certain 
American consulates abroad to examine aliens applying for visas to 
come to the United States. 

At other consulates, designated foreign doctors examine the ap- 
plicants, guided in their findings by the Public Health Service regula- 
tions and instructions. 

All aliens arriving in the United States, immigrants and visitors 
alike, are subject to medical inspection by quarantine officers to 
assist in the determination of admissibility. 

Aliens with signs of serious illness are sent to a Public Health 
Service hospital for a complete medical examination and diagnosis. 
If the illness is of a serious nature and excludable as defined in the law, 
oe — certified by the Immigration Service, they will be ordered 

eported. 

In the past year quarantine officers in the United States ports and 
at airports of entry or at border crossing points, inspected over 27,000 
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ships, 54,000 planes, and, including border crosses, inspected some 42 
million persons. 

More than 481,000 persons were vaccinated against smallpox. 

Our record with respect to the introduction of quarantinable dis- 
eases fortunately within the past several years has been extremely 
good, not one case having been received in the traffic. 

With respect to the immigration functions I wish to mention that 
World War II resulted in the displacement of large numbers of 
persons, particularly in Europe and the need for resettlement of those 
individuals became apparent. This Government has participated in 
that resettlement and there was a movement under the Displaced 
Persons Act of 1948, and amendments, in which the PHS performed 
the medical examination of those applying for immigration to the 
United States. 

This participation was repeated in the refugee relief program, which 
is presently going on, in which Public Health Service officers are 
assigned at various stated consulates for the purpose of examining 
applicants. 

As Dr. Scheele mentioned in direct response to a question, in the 
case of the displaced persons program we received moneys from the 
Displaced Persons Commission of the United States for this added 
service, and in the case of the refugee relief program under Public 
Law 203, we received a similar transfer of funds from the State 
Department which is the guiding agency in this particular program. 

hank you, sir. 

Mr. Cartyte. Thank you very much. There may be some 
questions. 

Mr. Macponatp. No questions. 

Mr. Hesextton. May | ask one question for specific information? 

I notice in Dr. Scheele’s opening statement, the sentence: 


We have 18 officers in 8 European countries doing this work— 
that is the examination of prospective immigrants— 
2 officers in Canada, 1 in Hongkong, 1 in Japan, and 1 in Mexico. 


Will you tell us where the 18 officers in the 8 European countries 
are situated? 

Dr. Spencer. Yes, sir; I can list the stations by country and city. 

(The information requested follows:) 
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Medical officers performing medical examinations of aliens in foreign countries 


Commis-| stiens, | Aliens | Civil | Civil 


Station sioned | full time (w.a.e.')| full time | (w. a. e.!) Contract 


Europe: 
Paris, France ? 
London, England 
Berlin, Germany 
Munich, Germany 
Hamburg, Germany 
Frankfurt, Germany 
Salzburg, Austria 
Athens, Greece 
Salonika, Greece 
Naples, Italy 
Palermo, Italy 
Genoa, Italy 
Rotterdam, The Netherlands 
Antwerp, BeMgeaM........cccocceces= 
Far East: 
Hong Kong, China 
Tokyo, Japan 
Mexico: 
Monterrey 
Mexico City 
Cuba: 


Canada: 
Montreal 
Windsor, Ontario 











Halifax, Nova Scotia 
Vancouver, British Columbia 








Nl ewes 





1 When actually employed. 
2 Supervisory office. 
3 Part time. 


Dr. Spencer. We are going to open an office in Trieste. Presently 
we are providing service there from the office in Salzburg. 

Mr. Hesetron. I have had cases involving people who want to 
come to this country and who have run into some difficulty in terms 
of medical conditions and health conditions. I must say that I 
think in every instance that has come to my attention there has been 
complete courtesy and cooperation extended by the consular offices 
and by the health officer stationed there. 

There is one thing I have never been clear on, whether once there 
has been a clearance by one of your officers, let us say, in London, 
does that take care of a situation or must the person again go through a 
health examination upon arrival at some port in this country? 

Dr. Spencer. By requirement of law we are required to examine 
all aliens arriving at ports or airports in the United States. However, 
if the alien has been cleared by a Public Health Service officer and has 
his papers indicating such, the inspection here is confined to the ac- 
curacy of the papers presented and the appearance of the person 
which might indicate whether there has been anything develop since 
the initial examination up to the time of entry. 

Mr. Hesetton. What I have in mind, Doctor, is this: A person is 
discovered to have some pulmonary situation that is cleared and there 
are X-rays taken and one thing or another, and eventually he gets an 
QO. K. from London or Paris or Rome or somewhere and comes here. 
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Do our officers go through the entire process of X-rays and whatever 
may be necessary all over again, or do they take the certification of 
the United States health officer from the place where he started? 

Dr. Spencer. J am afraid I did not make myself clear before. You 
are perfectly correct in assuming that we do not go through it all over 
again. We merely see the papers and see that the examination has 
been completely done, as a double check and in rare instances if it 
appears that the person is extremely ill or has changed in his condition 
so that it differs from what is called for in his record, we might in that 
case make an examination. 

However, for the most part they are passed by just signifying to the 
Immigration Service that this person is properly cleared. 

Mr. Hesettron. May I ask one further question. 

How do you select the places where you station your health officers? 
Is that in terms of the average number of applicants for entrance to 
this country, or what is your standard by which you choose the 
locations? 

Dr. Spencer. Our function in this immigration work is that of 
medical adviser, first, to the visa offices of the State Department 
abroad, or to the Immigration and Naturalization Service at ports 
and airports of entry in the United States. 

As such, in answer to your question, we determine where we will 
assign our officers primarily on the basis of visa statistics and request 
from the State Department to us indicating need for their services. 

Mr. Hesetton. That is, the number of applicants over the past 
period? 

Dr. Spencer. Yes, sir; they will make the request on the basis of 
their workload. 

Mr. Hesetron. That is all. 

The CuarrMan. Are there any further questions? 

Mr. Sprincer. No questions, Mr. Chairman. 

The CHarrMan. Mr. Carlyle? 

Mr. Caruyte. | am asking a question solely for my information. 

In the event an immigrant comes to this country and he is ill and 
after a careful examination he is found to be unsafe for entry from a 
physical standpoint, how does he get back home? Who finances his 
return to his home country? 

Dr. Spencer. I will have to say it this way, sir: If the person is 
found to be medically inadmissible, our action is to certify that fact to 
the Immigration Service. They take custody of the individual. 

Mr. Caruyte. To whom do you certify? 

Dr. Spencer. We issue a certificate stating the fact to the Immigra- 
tion and Naturalization Service and they assume custody of that 
person. From that point the Public Health Service does not enter 
into the matter of having him deported or seat back to his home. 
That is administratively under the control of the Immigration Service. 

Therefore, I cannot answer that question exactly for you. 

Dr. Scurete. Do you have any ideas in a general way how they 
handle it? Does the steamship company have to pay for his return? 

Dr. Spencer. There are variations in that according to the law— 
Public Law 414, 82d Congress, sections 236, 237, 241, 242, 243—and 
they are quite technical in their assumptions. 

In other words, under certain conditions if a man had a visa and 
had been found through no fault of his own to have an excludable 
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condition, presumably then the steamship company or the transporta- 
tion line would not be liable for it. There are other circumstances 
which make them liable. 

Mr. Cartyte. They seem to get back home. 

Dr. Spencer. Yes; they do, but I am sorry I cannot give you the 
technical details except to go back to the he and give pertinent 
sections of it, but that essentially is the responsibility of the Immigra- 
tion and Naturalization Service. 

The Caarrman. Thank you very much, Dr. Spencer. 

I noted in Dr. Scheele’s statement, I believe I counted 18 and then 
2 or 1 each in Hongkong, Japan, and Mexico. About 23 according to 
these figures, I believe, that are stationed abroad for purposes of 
examining immigrants. 

Dr. Spencer. That is approximately correct with the interchange, 
or rotation of personnel. 

The CoarrMan. Thank you very much, Dr. Spencer. 

With the understanding that we might be interrupted, but in the 
hope that we will not, the committee will adjourn until 2:15 this 
afternoon. 

(Thereupon, at 11:50 a. m., the committee was recessed, to recon- 
vene at 2:15 p. m., same day.) 


AFTERNOON SESSION 


The committee reconvened at 2:15 p. m., upon the expiration of 
the recess. 
The CuHarRMAN. The subcommittee will come to order. 


I believe, according to the agenda, our next panel witness was to 
be Assistant Surgeon General James A. Shannon; is that correct? 
Dr. ScuzEetz. That is correct. Dr. Shannon, I regret to say, is 
still before the Appropriations Committee and will not be here. 
In view of the fact that in discussions earlier today we covered 
rather anenyntpenes wey the nature of our research contacts with 
1 


people in other countries, if it will please you, I might turn in a paper 
which Dr. Shannon might have read, for whatever use you may wish 
to make of it. It describes the projects and some of the international 


meetings. 
The CuHatrMan. Very well. I think it might be made a part of the 


record at this point. 
(The statement referred to is as follows:) 


INTERNATIONAL ACTIVITIES OF THE NATIONAL INSTITUTES OF HEALTH 


Statement by Assistant Surgeon General James A. Shannon, Director, National 
Institutes of Health 


INTRODUCTION 


Medical research throughout the world is interrelated. Penicillin was dis- 
covered in Great Britain; the medical usefulness of the sulfa drugs was discovered 
in Germany; radium was first isolated in France; much of the basic chemical 
investigation underlying the family of chemicals to which cortisone belongs— 
steroids—was done in Switzerland. Moreover, some disease of direct interest to 
this country can be best investigated by studying foreign populations. For 
these reasons, a research organization such as the National Institutes of Health 
must undertake a diversified array of activities nee other countries if it is 
to accomplish its varied missions most effectively. hile these activities con- 
sume a minor proportion of the funds available to NIH and a minor porportion 
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of the time of the professional staff, they are vitally important to the organiza- 
tion as a whole and to the research of certain investigators. 

These relationships are reciprocal. The caliber of the NIH staff and the ex- 
cellence of the facilities is such that a sizable rotating group of foreign scientists 
conducts research at NIH. The presence of these visitors is of value not only 
to them, but provides a stimulus to the NIH staff. 

paege activities fall into a number of distinct categories, which are described 
below. 


1. Research of individuals involving work in foreign countries 


At NIH there is at all times a small group of research projects which require 
that individual scientists conduct research in foreign countries or that they work 
in close formal collaboration with foreign investigators. For example, a project 
to evaluate the effectiveness of oral saline-soda solutions as emergency treatment 
for burn shock is being conducted in Lima, Peru, because the clinical material 
and circumstances necessary for the research—among them a high incidence of 
severe burns—exist there which are not available in this country. 

NIH investigators must in some cases conduct research abroad because es- 
sential facilities are not available in this country. For example, the Cavendish 
Laboratory, in Cambridge University, England, has a newly developed high 
intensity X-ray machine which permits the study of diffraction patterns of very 
fine fibers, thus providing information on the internal configuration of the mole- 
cules. A NIH staff member conducted research at this laboratory to take ad- 
vantage of the presence of this machine there. 

Another important reason for conduct of research in foreign countries is the 
geographic prevalance and incidence of certain diseases. Kwashiorkor, a nutri- 
tional disease prevalent in Africa and Central America, is a good example; NIH 
investigators have worked in close collaboration with foreign investigators on this 
problem as it may contribute to the significance of new dietary factors and new 
treatments for fatty liver and liver cirrhosis currently under study at NIH. 


2. Research abroad at the request of foreign governments 


NIH staff are called upon as individuals from time to time by foreign governs 
ments to participate in research abroad. The results of such research are usually 
of value to projects carried on at NIH or other research centers in the United 
States. At the request of the Government of Korea, an NIH scientist directed a 
nutrition survey of their armed forces and prisoners of war in 1953, which is adding 
to our knowledge of nutrition on relation to bodily processes and disorders. 

Under the support of the Atomic Energy Commission, an NIH scientist is 
assisting in organizing a department of pathology in Japan. One reason for this 
effort to train additional Japanese pathologists is to provide well-trained staff for 
continuing study of persons exposed to radiation from the Atomic Bomb blasts 
at Hiroshima and Nagasaki. 


3. Research abroad at the request of international agencies 


Again because of research competence, NIH staff members are occasionally 
called upon by international agencies, such as the World Health Organization 
and the Pan American Sanitary Bureau, for assistance in performing research in 
foreign countries. 

The Institute of Nutrition for Central America and Panama, supported by the 
Pan American Sanitary Bureau, asked NIH to conduct studies on the safety of 
iodate as a substitute for iodide in table salt. As iodate is not permitted for use 
in this country at the present time, because of a lack of knowledge as to its toxicity, 
this study could settle the problem one way or the other. Again, results of such 
research are useful to this country or add to fundamental knowledge here. 


4. Consultation abroad at the request of foreign governments or international agencies 


Apart from the conduct of research, the NIH staff is frequently called upon to 
render advice to foreign governments or to international agencies on a variety of 
ee relating to research or to the application of research findings to the control 
of disease. 

The World Health Organization, for instance, has asked NIH scientists to 
participate in conferences and expert committees, or for technical advice, relating 
to narcotics, national differences in longevity, atherosclerosis and degenerative 
cardiovascular diseases, dental health, mental health, and legislation affecting 
the handling of psychiatric patients. NIH scientists give lectures or short 
courses abroad. ecent examples are lectures on histochemistry in tissue diag- 
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nosis at the request of the Argentine Government and lecture tours in European 
countries on new findings and techniques in dental research. 

NIH scientists also provide advice to various control programs and demonstra- 
tion projects. At the request of ICA, a NIH scientist conducted a pilot project 
in “gypt to determine the effectiveness under Egyptian conditions of certain drugs 
in killing the snails which transmit schistosomiasis to human beings. In the area 
where the chemicals were applied nearly all the snails were destroyed. NIH 
staff members have provided consultation to Uruguay in the control of a polio 
outbreak, to “uropean countries in research on glaucoma, to WHO regarding 
problems in psychiatric nursing, and to UNESCO in planning research in geo- 
graphic pathology. 


5. Special competences in foreign countries 


There are scientists in foreign countries whose knowledge in specialized fields of 
importance to research conducted at NIH exceeds that possessed by any scientist 
in this country. To take advantage of this knowledge, NIH staff members 
occasionally work in foreign laboratories, primarily in Western Europe. 

Prime examples of training to tap this knowledge include the assignments of 
NIH investigators to work with Dr. B. A. Houssay, Nobel Prize winner, in Argen- 
tina for diabetes research; with Prof. Hans Lettre at the University of Heidelberg, 
to study steroids and related compounds; with Professor Teorell in Sweden, to 
receive training in the physical chemistry of membranes; with staff members at 
the Molteno Institute, Cambridge, England, to study the chemistry of nucleotides; 
with the chief of thoracic surgery at the General Infirmary in Leeds, England, to 
benefit from advanced techniques of thoracic and cardiac surgery developed there; 
and with Prof. A. Neuberger at St. Mary’s Medical College, University of London, 
to collaborate on studies on trytophan and hydroxyproline. 


6. International scientific meetings 

International scientific meetings are an important means of securing for the 
benefit of medical research in this country information derived from face-to-face 
discussions with foreign colleagues. For this reason, NIH sends selected scientists 
to selected international scientific meetings. Among meetings attended by NIH 
scientists over the past 5 years have been WHO expert committees and interna- 
tional congresses on a wide range of health and medical subjects such as carciology, 


rheumatic diseases, gerontology, biochemistry, and tropical meaicine and malaria. 


7. NIH policy concerning support of research in foreign countries 


The policy of the Public Health Service is to make grants in support of research 
work outside the United States, and under the auspices of foreign organizations, 
only when there is convincing evidence that: (1) for scientific reasons the research 
can best be conducted outside the United States; and that (2) it is of general 
importance to the health and medical sciences. Under this policy, NIH grants 
research funds to selected projects in foreign countries. This program was 
begun in 1946 and has involved only a very small portion of the total research 
funds expended by NIH. The $77,000 being granted for selected research 
abroad in fiscal year 1956, for example, represents approximately 0.2 percent 
(1/200) of the total research grant appropriation for this year. This is a measure 
of how carefully the policy is applied, in the light of the many possibilities, 

8. Visiting scientists and research fellows 

The staff and facilities of NIH make the institution an international center of 
medical research. A steady stream of foreign visitors comes to NIH, some to 
view the institution, and others to do research. A visiting scientist program 
enables highly qualified investigators to do research at NIH. These scientists 
from abroad participate in this program as a means of bringing their specialized 
talents to bear upon problems of interest to them and the NIH staff, and so as to 
make available to them the help of the NIH staff and its specialized facilities. 
There are now 34 noncitizens working at NIH as visiting scientists. (See table.) 
Over the next few months, 13 adcitional scientists will come to NIH under this 
program. Over the past years, 38 noncitizens (who are no longer at NIH) have 
done research at NIH. Two Nobel prizewinners, Houssay and Szent-Gyorgi, 
were among this group. 


The Cuarrman. Dr. Scheele. 

Dr. ScHnxe.e. The next witness then will be Mr. Otis E. Mulliken, 
who is Officer in Charge of Social Affairs, Office of Economic and Social 
Affairs, Department of State. He will talk about our cooperation 
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with international agencies and the general framework within which 
we work. 

The CHatrMAn. We will be very happy to hear him. 

Mr. Mutuiken. Mr. Chairman, I am here as prepresentative of the 
Department of State to assist this committee in any way possible and, 
in particular, to explain the position of the World Health Organization 
within the framework of the United Nations system and to testif 
that the Department of State considers the work of the World Healt 
Organization important and valuable in terms of our foreign policy 
objectives. 

At this point I would like to refer to something that Dr. Scheele 
said this morning when he mentioned the close cooperation between 
the Public Health Service and the Department of State. 

I would like also to say that that cooperation has been most close 
and cordial over the years and I think on the part of both agencies we 
feel that we have a very effective and satisfactory relationship. 

First, I wish to say a few words about the World Health Organiza- 
tion in terms of its relationships with other international organizations, 
particularly in the United Nations system. The United Nations 
system is composed of the United Nations with its General Assembly, 
Security Council, Economic and Social Council, Trusteeship Council, 
Secretariat and several subsidiary organizations. The principal 
other part of the system consists of what we call the specialized 
agencies. 

There are ten of these, including the World Health Organization. 
Each of these has its own charter or constitution, its own membership, 
its own secretariat, and its own budget. These specialized agencies 
carry on international activities in special functional fields: the World 
Health Organization in the field of health, the Food and Agriculture 
Organization in the field of agriculture, the International Labor 
Organization in the field of labor, the International Civil Aviation 
Organization in the field of aviation, and so on. 

There is a sense in which these specialized agencies may be con- 
sidered the technical functional arms of the United Nations. They 
are, however, basically autonomous. At the same time, they all 
have agreements with the United Nations provided for in the United 
Nations Charter which establish the basis for close cooperation and 
joint action in endeavoring to solve the many economic and social 
problems facing the world today. Together they endeavor, in the 
words of the United Nations Charter— 


to promote social progress and better standards of life in larger freedom. 


The directors general of these organizations, that is their principal 
administrative officers, meet together periodically in the Adminis- 
trative Committee on Coordination, which is chaired by the Secretary 
General of the United Nations. Here they discuss common problems 
und make decisions on common action to be taken. There are also 
subcommittees and working groups which concentrate on particular 
problems. 

In addition, there is the Economic and Social Council of the United 
Nations composed of 18 member governments. This council annually 
reviews the reports submitted by each of the specialized agencies 
and examines any problem of coordination and makes recommen- 
dations. 

74991—56——8 
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I mention these institutional relationships at some length because 
concern has sometimes been expressed that the United Nations system, 
by its very size and many interests and responsibilities, has resulted 
in uncoordinated planning and duplication of activities. This 
simply is not so. The United States Government, from the very 
beginning, was concerned that such a situation did not develop and 
we are convinced that, for all practical purposes, there is no significant 
duplication in the United Nations system. 

What we have, in effect, is a group of organizations specializing in 
particular fields of interest and working closely together for the 
achievement of the common end—the welfare of mankind. 

Just by way of illustration of how the system interlocks and works 
cooperatively, may I cite a few facts. 

The Food and Agriculture Organization, being interested in food 
and agriculture, is also interested in nutrition. The World Health 
Organization, being concerned with health problems, is also interested 
in nutrition. The two organizations have a joint committee to develop 
cooperative activities. 

Again, the International Labor Organization is interested in condi- 
tions affecting workers, including occupational health hazards. The 
World Health Organization is interested in all aspects of health. 
These two organizations also work together through a joint committee. 
I could repeat illustrations of similar arrangements throughout the 
whole United Nations family of international organizations. 

A particular program which links the United Nations and the 
specialized agencies closely together is the United Nations Expanded 
Program of Technical Assistance. Countries make voluntary contri- 
butions to this United Nations fund and then funds are made available 
to the specialized agencies for technical assistance work in their fields 
of endeavor to be used for the economic and social development of the 
less developed countries. At the present time, the World Health 
Organization receives 19.13 percent of the total fund, which share in 
1956 will amount to approximately $5,689,280. 

The World Health Organization is, as I have said, one of the 
specialized agencies. It has its own constitution and 81 members 
and 4 associate members. These members meet annually at the 
World Health Assembly to formulate the policies and programs of 
the Organization for the next year. In addition, there is the executive 
board consisting of representatives designated by 18 countries elected 
by the Assembly for that purpose. This board meets twice a year. 

The United States has been a member of the World Health Organi- 
zation since 1948 and is currently represented on the executive board. 
For 1956 the total assessments levied against the members of the 
Organization was $10,778,824 of which the United States contribution 
is $3,410,040. 

The World Health Organization has six regional offices, one of 
which is the Pan American Sanitary Bureau which operates in this 
hemisphere except for Canada. At the same time that the Pan 
American Sanitary Bureau serves as the regional office for the World 
Health Organizatioa, it also serves as the health organ of the Orga 1i- 
zation of American States. Thus we have the worldwide health 
activities of the United Nations closely linked with those of the 
Organization of American States. 
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I will not go into the program of WHO, because Dr. Hyde, who is 
more qualified than I, will take that up. 

The CHarrMan. The second bells have rung. 
rolicall, I will have to start now. 
developed this way. 

The committee will reconvene at 10 o’clock in the morning. 

Evidently, with another bill coming up and a rollcall we would not 
have any satisfactory hearing this afternoon. I hate to cut right in 
at this point, but I also do not wish to miss a rolleall. 

The committee will staad adjourned until 10 o’clock tomorrow 
morning. 

(Thereupon, at 2:30 p. m., the committee recessed, to reconvene at 
10 a. m., Thursday, February 9, 1956.) 


If I am to make the 
I regret that circumstances have 
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THURSDAY, FEBRUARY 9, 1956 


House or REPRESENTATIVES, 
SUBCOMMITTEE OF THE COMMITTEE ON 
INTERSTATE AND ForEIGN COMMERCE, 
Washington, D. C. 

The subcommittee met, pursuant to recess, at 10 a. m., in room 
1334, New House Office Building, Hon. Percy Priest (chairman) 
presiding. 

The CHarrMAN. The subcommittee will come to order. 

When we adjourned yesterday afternoon, Mr. Mulliken, I believe, 
had not been able to finish his statement. He was testifying at that 
time on the general theme of cooperation of international agencies, 
giving the general framework in which that cooperation is carried out. 

We will be glad to have you continue, Mr. Mulliken, at this time. 


STATEMENTS OF OTIS E. MULLIKEN, OFFICER IN CHARGE OF 
SOCIAL AFFAIRS, OFFICE OF INTERNATIONAL ECONOMIC 
AND SOCIAL AFFAIRS, DEPARTMENT OF STATE; DR. OTIS L. 
ANDERSON, ASSISTANT SURGEON GENERAL, PUBLIC HEALTH 
SERVICE; DR. CALVIN B. SPENCER, CHIEF, DIVISION OF FOREIGN 
QUARANTINE, BUREAU OF MEDICAL SERVICES, PUBLIC HEALTH 
SERVICE; DR. H. VAN ZILE HYDE, CHIEF, DIVISION OF INTERNA- 
TIONAL HEALTH, BUREAU OF STATE SERVICES, PUBLIC HEALTH 
SERVICE; JOSEPH M. STOKES, ASSISTANT DEPUTY DIRECTOR 
FOR TECHNICAL SERVICES, INTERNATIONAL COOPERATION 
ADMINISTRATION; AND DR. JOHN J. HANLON, CHIEF OF THE 
PUBLIC HEALTH DIVISION, INTERNATIONAL COOPERATION 
ADMINISTRATION 


Mr. MouturKen. Thank you, Mr. Chairman. 

I had come to the point where I wished to indicate the ee by 
the State Department of our membership in the World Health Organ- 
ization. 

We consider that its activities contribute significantly to the objec- 
tives of United States foreign policy. 

Secretary Dulles, in a letter to the Vice President, about a year ago, 
pointed out certain basic considerations: 

In a large part of the world today the average life expectancy is less than one- 
half of that in the United States; the average output per person is often no more 
than one-tenth of what it is in the United States and other highly developed coun- 
tries. Health services in these areas are inadequate, and disabling diseases cut 
down effective manpower. The World Health Organization, through demonstra- 
tion projects, training, and consultation, is assisting many countries, upon request, 
to improve their health services so that they may deal more adequately with their 
own health problems. 
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Many World Health Organization programs have achieved truly dramatic re- 
sults. In improving health conditions, these programs also contribute substan- 
tially to increasing the economic capabilities of countries. and, thus, at the same 
time, decrease the possibilities of infiltration of those ideologies to which needy 
populations are often susceptible and which are inimical to the free world. 

That was the statement that Secretary Dulles made with reference 
to the World Health Organization. 

Another high ranking officer of the Department has pointed out 
that in breaking the vicious circle of poor health, low productivity, 
low living standards, leading again to poor health, the World Health 
Organization is helping to eradicate the social and economic causes of 
war. It is helping gradually to reduce tensions which could explode 
into war. In seeking the attainment by all peoples of the highest pos- 
— level of health, the basic purpose of WHO, the World Health 

Reena is mobilizing resources to promote peace, 

hank you, Mr. Chairman. 

The CHarrRMAN. Does that complete your statement? 

Mr. MILuiken. Yes. 

The CuarrMan, Are there any questions of Mr. Mulliken? 

Mr. Heselton? 

Mr. Hesetron. Mr. Mulliken, it is quite possible that this question 
will be answered by somebody else, and it may be answered by material 
that has been placed before us, I only have had an opportunity to 
glance briefly at that. 

I think one of the basic things that will confront this Congress—and, 
as I tried to indicate yesterday, I am sure it is confronting members of 
this committee already and has for some time—is the question of where 
this country’s efforts are as of today and where they may be in the 
foreseeable future in terms of the overall programs being undertaken 
by other countries with ours, as in what is known as the World Health 
Organization. 

am interested in the question of what we are now doing in terms 
of what the World Health Organization is charged with ‘tae and 
actually is doing, and whatever other groups, whether they be in the 
Pan American Union or in any hemis Se group, are doing. 

I notice in this presentation entitled “Technical Cooperation in 
Health,” there are two points I noted quickly. A number of our 
programs have been in existence 10 years or more. 

In those places where project goals have been reached complete 
cooperation has been ameuall by local governments. 

hen, secondly, the current annual cost to the United States for its 
technical participation in the 46 health programs of other countries 
is approximately $20 million. 

In addition to the $20 million developmental assistance, funds are 
occasionally made available to implement health programs in strategic 
areas. 

That last reference raises the question in my mind as to whether 
any detailed information should come to us in executive session rather 
than in an open session, for obvious reasons. 

On the other hand, I have had called to my attention a rather 
extensive list of peo le who are engaged in this work in the various 
countries of the world. I raise no question about their competence 
or their accomplishments as far as I know anything about them. 

I do think, however, and I think my colleagues will support me in 
this statement, there already are questions in the minds of Members 
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of the Congress as to why it is with the World Health Organization 
undertaking a program, the United States seems to be going ahead 
with what might be considered to the ordinary person a duplicate 
program. 

Perhaps that is too extensive an outline of what is in my mind, 
but do you have something which you would like to say which will 
give us for the record an outline of where we are and where we are 
expecting to go? 

Mr. Muuuiken. Mr. Heselton, the question you raise is certainly 
a very important and fundamental one. I believe that the answer 
will be forthcoming in the statements of Dr. Hyde, as far as the World 
Health Organization is concerned, and the statement of Dr. Hanlon 
on the ICA program. 

I would just say that from the point of view of the Department of 
ee we believe firmly that there is no significant duplication in this 
work. 

We are very much pleased with the program of cooperation that 
has been established between the international work of the World 
Health Organization and our own national efforts through ICA, but 
the significance of that general comment, I think, will be made clear in 
the statements of Drs. Hyde and Hanlon. 

Mr. Hesetton. Then I will defer that detail until later. 

May I ask this question: 

oe World Health Organization executive personnel is stationed 
where? 

Mr. MutuiKen. In Geneva, Switzerland. 

Mr. Hese.tron. And we have, through the ICA, and through the 
— Health Service groups of qualified people who are working 
with it? 

Mr. Mvutuiken. That is correct. 

Mr. Hesextton. As far as the Public Health Service is concerned, 
the authority and the responsibility rest with the Surgeon General 
under the Secretary? 

Mr. MuLuiKen. Yes. 

Mr. Hesexton. In terms of the ICA that rests with Mr. Stassen 
presently? 

Mr. MouuurKken. Mr. Hollister presently. 

Mr. Heseton. It is my understanding that through the efforts of 
some people and notably Dr. Van Hyde, there has been organized 
what you might call an executive council or, at least, a group which, 
first has the responsibility of passing on projects to be undertaken 
and then of reviewing as frequently as may be necessary the progress 
of those projects and making any changes, corrections, revisions, 
whatever may be necessary, in order to reach the objectives you have 
in mind. 

Am I correct in that? 

Mr. Muturken. I believe I should let Dr. Hyde answer that par- 
ticular question, sir. 

Dr. Hypr. Mr. Heselton, I don’t know that I can take credit for 
any activity quite as precise and specific as that. 

The two organizations are separate. There are various levels of 
coordination. I think it might be well at this moment to point out 
what they are. 
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Here in the United States the coordination between the Public 
Health Service—which has a primary technical responsibility for our 
relationship to the World Health Organization and the Pan-American 
Sanitary Bureau under the policy established by the Department of 
State—the Public Health Service, then on the one hand, and the 
Department of State, the International Affairs Office, which Mr. 
Mulliken represents, and the ICA on the other hand, where there is 
close relationship with the Public Health Division—the coordination 
is a day-in and day-out coordination of relationships between these 
three agencies. 

In addition to that, the United States is related to the WHO in 
in many ways, one of which is participation in delegations to its policy 
bodies, the World Health Assembly which meets every year, the 
regional committees of which the United States is a member, which in 
this hemisphere is the Pan-American Sanitary Organization, which 
serves a dual function, as the health arm of OAS and as WHO regional 
office for the Americas. 

We are also a member of the western Pacific regional office of WHO. 

There is also the WHO Executive Board, on which the United 
States usually has membership. 

In connection with the activities of the WHO, through the delega- 
tions and through the development of instructions the three agencies 
work hand in hand, so that when the United States delegation goes to 
any of the organizational bodies it is thoroughly familiar with the 
programs of the ICA, and usually an ICA man at the world level, 
Dr. Hanlon, or at the regional level, a member of his staff, participates 
on the United States delegation. 

So in our United States participation in the decisions taken by the 
World Health Organization in regard to budget and programing, 
there is tripartite participation of the Public Health Service, De- 
partment of State, and ICA. 

Also at the Executive Board level, when the United States has 
been a member, which is all except 1 year of the existence of the 
WHO, the public health officer who is concerned in his day-to-day 
work with both programs, has served as the member of the Board for 
the United States, and at the present time the United States member is 
Assistant Chief of the Division of International Health, Dr. Frederick 
J. Brady, who is also chairman of the Board’s Standing Committee 
on Administration and Finance which reviews the WHO budget. 

Mr. Hese.ton. You refer to budget. Will someone furnish the 
chairman—and I am not sure at the moment whether it should be 
included in the record, but he will determine that—some kind of a 
brief breakdown showing the extent financially of the United States 
participation in the World Health Organization, plus the United 
States activities outside the World Health Organization insofar as 
dealing with other countries are concerned? 

Dr. Hype. Yes, sir. 

If I might supplement those remarks, I will point out that there 
are other levels of cordination such as staff coordination and joint 
meetings. Joint meetings are held between the field staff and head- 
quarters staff of ICA, with Public Health Service participation, 
and the staff of the World Health Organization. 

There was one last year in New Delhi, with the staff of the ICA 
in the Asia area. 
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Next month there will be one in Rio with the Latin American 
staff. In those the WHO participates. 

The main coordination and planning is at the country level and in 
many countries there are country committees under the Ministers of 
Health, that include in their membership on-the-spot representatives 
of the WHO and the ICA, and they work together in developing the 
program in the country that receives international assistance. 

Mr. Hesseiton. You said under the Minister of Health? 

Dr. Hype. Yes, sir. 

Mr. Hesretton. You mean by that the individual Minister of 
country A or B or C. 

Dr. Hyp. Yes, sir. 

Mr. Hesetron. And that Minister has the final approval or dis- 
approval of any program that may be set up and also has the re- 
sponsibility to oversee the progress of that program? Is that right? 

Dr. Hype. Yes, sir. 

Both the World Health Organization and the ICA require that the 
programs be on the request of the government and the requests stem 
from the Minister of Health. 

The committees I speak of are merely coordinating committees 
so that they can meet together and so that the various agencies won’t 
be played against each other, and each will know what the other is 
doing. 

Mr. Hesetton. How many such programs are in effect today? 

Dr. Hype. I think I would ask ICA to answer how many countries 
they are active in now, if I may. 

Mr. Hesettron. That should be deferred? 

Dr. Hypn. Yes. 

Mr. Hesetron. Go ahead, please. 

Dr. Hyper. I think those are the points I wanted to make on the 
coordination. 

Mr. Hesetton. I notice in this further statement the suggestion 
that— 

Encouraged by the results of truly joint activity, the governments of the less 


developed countries have sharply increased not only their contributions to coop- 
erative programs, but to other health activities also— 


and further on: 


Altogether these health programs represent a tremendous effort at putting 
across the self-help principle through cooperation, training, encouragement, 
interest in these basic problems around the world. 

It may be too soon to ask this question of anyone, but in terms of 
actual experience to us can you say whether those who are responsible 
for this overall program foresee an elimination of United States 
participation in the sense of any substantial contribution and the 
picking up of the program by the individual countries and the carrying 
on of those responsibilities? 

Dr. Hypr. Mr. Heselton, I think that is a question that can better 
be handled by the ICA representatives. 

Mr. Hesetron. That is perfectly all right. 

May I ask a final question? It may again be too much to burden 
the record with and, if so, I would like to submit it to the chairman, 

I think it would be more helpful to us and possibly more useful in 
terms of any legislation that might be presented, or any appropriation 
bill, if we could have some brief outline of the individuals who are 
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involved—I am talking of high level; I am not talking about the 
person who is a grade 6, 7, or 8, or 9, nor the ambassadors, but I am 
talking of the persons who have the direct responsibility in the several 
countries, between themselves and us, with their opposite number in 
this country. 

Then I am talking about the people who are responsible for the 
decisions made by these conferences you speak of, the one that is 
coming up, the most recent one that was held, and so forth. 

Do you think it would be a reasonable request so that we could have 
in front of us a chart or a listing of those individuals so we could see 
who is handling this problem and that sort of thing? 

Dr. Hyper. We will give you (app. I) a complete list of the individ- 
uals working in the bilateral health programs overseas, with their 
post and titles indicated, including those who are the health program 
chiefs. ‘These are the professional people responsible for carrying 
out the decisions made, and all of them are above grade 9. 

The Cuarrman. I think the gentleman from Massachusetts has 
requested some information that can be extremely helpful. I hope 
it will be supplied. 

Dr. Hyper. Yes. 

(The information referred to appears as appendix I on p. 82.) 

The CuarrMan. I believe according to the agenda, Dr. Anderson, if 
that is correct, the next witness will be Dr. Hyde. 

Would you care to follow that procedure? 

Dr. Anprrson. Yes, Mr. Chairman. 

The CuarrMan. Dr. Hyde, you have answered quite a number of 
questions previously. These questions may have covered some of 
the matters which you have in your statement. You may handle 
that as you know best, as to what part of it you need not to give in 
view of answers you have previously given to questions. 

Mr. Hesetron. Mr. Chairman, may I be permitted to say, and we 
will decide whether this should be off the record or not; it is the cus- 
tom of this committee to welcome constituents. 

Dr. Henry Van Zile Hyde is not a constituent of mine. However, 
he is a graduate of a very famous school of which I have the honor of 
being a very nominal secretary of the board of trustees, Deerfield 
Academy. 

He is also a graduate of Yale University. I know something of his 

ualifications. I admire him very highly. I know that he will give 
this committee an outstanding and fine statement. Probably that 
disqualifies me from asking any questions of him. 
he CHarRMAN. May the Chair state in response to the gentleman 
from Massachusetts, that he feels that everything he has said should 
be made a part of the record in this hearing. I have not known Dr. 
Hyde as intimately. I am not connected with as many schools and 
fraternities as my distinguished colleague here is, but I certainly hope 
and intend that what Mr. Heselton has said shall remain a part of the 
record. 

Mr. Dies. He could not come before a committee better recom- 
mended. 

The CuarrMan. The Chair will concur in that also. 

You may proceed, Dr. Hyde. 

Dr. Hyp. Thank you very much, Mr. Heselton. 
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I think it has become quite clear what the nature of the problem is 
that the WHO is dealing with. I think the figures (and some of 
them were brought up during the course of the hearings, Dr. Scheele 
brought out some) are really staggering as to the load of disease. 

I won’t belabor that, but when one thinks that some 600 million 
people in the world are exposed to malaria in the free world and that 
there are some 100 million cases of schistosomiasis and 600 mill- 
ion cases of roundworm, and so forth, 15 percent of the world’s popu- 
lation with trachoma, that is the problem with which we are dealing. 

I think it is significant that in the United Nations framework, 
the World Health Organization is by some measure the largest agency 
of the structure, which is not always the case in the field of health, but 
is the case at the worldwide level because of the great need and the 
great burden of disease. 

It has the largest membership of sovereign governments, 81, and 
to the U. N. itself, it has the largest staff at work throughout the 
world. 

Mr. Mulliken has described in essence the organizational structure, 
which is a very simple one. 

The World Health Assembly is made up of all the member govern- 
ments; the Executive Board of 18 experts, designated by 18 elected 
governments, and the Secretariat, under the Direstet General, is 
composed of health experts from many countries. 

There are two features of the World Health Organization that I 
would like to point out that are somewhat unique, if not unique, in 
the U. N. structure. One is the use of experts through panels and 
committees. 

I think in the WHO structure there is more extensive use of these 
than that of other organizations. There are 33 panels of correspond- 
ing experts, and from those are drawn expert committees from time 
to time to deal with special problems, and some less formal study 

oups. 
en This year, for instance, the World Health Organization has had 
study groups that have met to advise it and the Dioeeter General on 
such important topical subjects as the use of atomic energy for peace- 
ful purposes, poliomyelitis vaccine, arteriosclerosis, and cancer, in 
addition to the regularly scheduled expert committee meetings. 

The other thing wri is really unique and of great moment in the 
organizational thinking of the World Health Organization is the 
extensive regional structure. WHO has in each of six regions of the 
world a structure composed of the member governments in that region 
and a regional staff, a regional secretariat, that carries on the work 
within that region. 

That means that the governments meet together on a neighborhood 
basis in the development of the program and budget of the organiza- 
tion and that they have a re fon. allie that brings WHO much 
closer to them than would be the case otherwise. 

I think that is a contribution that the organization has made to 
international structure that is important, at least in the field of health, 
which is such a personal field. 

In this hemisphere, as already pointed out, the Pan American 
Sanitary en is that regional structure and is therefore a 
part of the O. 
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In addition, the PASO has its own program and budget, but they 
are very intimately meshed into essentially one organization. 

The program of the WHO breaks down into two major aspects. 
One consists of the traditional international services that were begun 
at the beginning of the century through the predecessor agencies, of 
development of standards, the exchange of epidemiological informa- 
tion, and quarantine, as pointed out by Dr. Spencer yesterday. 

There is that area which must be done internationally. To be 
truly international, promotion of standardization must be done by 
an international organization rather than on a national level. The 
standards are not obligatory in any way. They are recommended 
standards, and in most cases the recommendations are followed by the 
nations of the world. 

In addition to that, there is the great area of technical assistance 
which was begun by the League of Nations Health Organization, and 
has been greatly stepped up in the present day. 

At the present time the World Health Organization has activities 
all over the world and has almost 700 active identifiable separate 
projects in the countries of the world. Those range from nation- 
wide activities in communicable disease control, such as the great 
yaws-eradication program in Haiti, where Haiti, with leadership from 
the World Health Organization and the PASO, also help from the 
U. N. Children’s Fund, has given an injection of penicillin to 2,800,000 
persons, and has done away with a dintate that was a serious, dis- 
tressing, crippling disease in that country. 

Now there is just a trace, whereas something like 80 percent of 
the rural population used to have that disease. 

Under the leadership and stimulation of the World Health Organi- 
zation, with the help of many agencies and particularly the govern- 
ments themselves, the 600 million people exposed to malaria are now 
greatly reduced in number, and some 250 million of those people 
are now protected against malaria. which is, of course, of great 
economic importance. 

It is estimated that in India, for instance, 170 million man-days a 
year have been lost in the past due to malaria. 

Under the international programs that are active, that is being 
brought under control. 

These are examples of the type of work that it is doing and the scope 
of the work. 

In the field of tuberculosis, 100 million children have been tested 
and 40 million of them have gotten BCG vaccine in areas where that 
is the accepted method of controlling the disease and where the 
economy will not permit use of other methods. 

We all hope that new methods of tuberculosis control are developing, 
that they are just over the horizon. That is one of the great hopes 
at the present time in the field of world health. 

WHO is also active in the development of national health services. 
That is the main objective of the WHO, and without question the 
health objective of ICA is also to help nations around the world 
build services that can carry on on their own in the control and 
development of their own health programs. 

WHO has assisted in the development of some 5,000 maternal and 
child health centers in Asia, with supplies provided by UNICEF. 
That is the scope of the work that is going on. 
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WHO is also helping to develop nursing schools, and hospital 
administration, and various other administrative public health areas. 

Then there is the problem of improving environmental sanitation. 
This is basic to continued lasting improvement in health. I know 
all who have traveled in tropical and semitropical areas are impressed 
and depressed by the filth one finds, and we in public health all realize 
that that is the basis of a great mass of disease. Diseases which spread 
in an insanitary environment are together probably the largest cause 
of death and disability in the world—diseases like typhoid and the 
dysenteries and diarrheal and intestinal diseases. ‘The World Health 
Organization is giving leadership in pointing attention to that fact, 
which has not previously been recognized worldwide, and in en- 
couraging countries to undertake environmental sanitation programs. 

Of course, education and training is another big part of the WHO 
program, and fellowships have been given to some 800 health tech. 
nicians annually during the past few years. 

I think it is impressive that if one attends the World Health As- 
sembly one finds that the leaders of the world in health have most 
of them now been to the United States, either as students or as visitors 
and have seen what we are doing here. They have gotten some of 
the ideas that they are carrying forward at home by their visits here 
under one program or another, one of these being the fellowship 
program of the World Health Organization. 

In addition to that, the WHO holds international conferences in 
technical fields. It had one recently on yaws in Africa. 

Twenty-five million people in Africa have yaws. It has been done 
away with in Haiti. Twenty million cases in Indonesia are being 
brought under control through the program there, but Africa remains 
with a tremendous problem and very special aspects to it, so that 
they have had a conference in the last month to consider that prob- 
lem and how it can be met. 

WHO has sponsored similar conferences on malaria, several of 
them. This has given the impetus to malaria control and has resulted 
in the World Health Organization adopting a formal resolution to 
the effect that their objective in malaria is worldwise eradication of 
the disease. This is considered by the experts within the realm of 
possibility in the not too distant future. 

These are the areas of technical assistance. There are, as I said, 
the central services, such as the standardization of biological prepara- 
tions. One thing that is done is to recommend names for drugs so 
that there will be an internationally protected name that scientists 
can use. The governments have agreed not to patent the names 
which are selected so that they may have scientific use throughout 
the world. There are some 250 such names now, of great value to 
scientists and to the drug industry. 

Other central international services which WHO is performing in- 
clude an international list of causes of disease and death, statistical 
classifications, and broadcasts every day of where the pestilential 
diseases exist over a network which WHO does not directly maintain, 
but to which it supplies information for keeping the world apprised 
of where smallpox and other major communicable diseases are at 
any moment. 

In regard to research, which was.discussed somewhat yesterday, 
the policy of the World Health Organization is to stimulate it, but 
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not to do it, to find the gap areas, to point to them and to encourage 
= governments and research laboratories to do the research them- 
selves. 

The United States has received considerable value from this. One, 
there was a question which the British had and we had concerning the 
effectiveness of typhoid vaccine after all these years. It had been 
tested through the course of the years on animals and was still 
effective. 

There was reason to believe it might not be as effective as previously 
in human beings, but we did not have in this country the opportunity 
of er it because of a relatively low and scattered incidence of 
typhoid. 

" Saher the World Health Organization it was possible to find a 
country, and to get the cooperation of the country, where there was 
a great deal of typhoid, and it was possible to test various vaccines 
for their efficacy there, a thing we could not have done here at home, 
nor could the British. 

Mr. Dries. Mr. Chairman, may I interrupt? 

The Cuairman. Mr. Dies. 

Mr. Dries. Have there been any facts here about the extent of our 
financial participation in this Organization, compared to other coun- 
tries? What is this costing us? 

The CuatrMan. That is the information which I understand in 
substance Mr. Heselton requested be furnished for the record. 

Mr. Dries. Doctor, we are undoubtedly learning a lot through the 
organization ourselves, are we not? 

Dr. Hype. Yes. 

Mr. Dies. Not only do we give information, but we find we have 
gathered information for our own country? 

Dr. Hype. Yes, sir. I gave an example of that in typhoid. We 
had rabies vaccine, antirabies serum, that was developed in the 
National Institutes of Health that could not be tested properly in 
this country because of the relative lack of human rabies. 

That was tested in two foreign countries under the auspices of the 
WHO because they could find areas with a large number of cases. 

Mr. Dies. To what extent do the Communist countries participate? 

Dr. Hyper. The story there is that in the establishment of the 
World Health Organization in 1946, the Communist countries for 
the most part, those who were members of the United Nations at that 
time, including the U. S. S. R., participated in the International 
Health Conference. They participated in the 2 years in which the 
work was carried on by an Interim Commission of 18 nations, and the 
U. S. S. R. and the Ukraine were members of that Interim Com- 
mission. 

They participated in the first World Health Assembly in 1948, 
when the Organization first came into being. During that year 
the U. S. S. R., the Byelorussians, and the Ukrainians said they 


no longer considered themselves members of the Organization, or 
some similar phraseology. 

Since that time they have been considered inactive members 
because there is no provision in the WHO constitution for withdrawal, 
although the United States has reserved its right to withdraw and that 
reservation has been recognized. 
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The other states have no formal right to withdraw. They are 
considered, therefore, inactive members and they have been assessed 
right along. 

Now, just recently they have said they want to reactivate their 
sehanbeedhip. and at the Executive Board meeting last month they 
were present and announced that they wanted to return and the 
terms on which they would like to have their membership reactivated. 

The proposal that they have made hinges on the fact that they 
have never paid anything toward the Organization, even during the 
Interim Commission period, during which they were active, and the 
first year they were active. 

The offer which is now outstanding is that they would pay their 
assessments for the Interim Commission period and for the year 1948, 
and any costs that have accrued since due to documentation, and so 
forth, that has been sent to them. That proposition will be before 
the World Health Assembly in May. 

Only the U. S. S. R. has made that proposition. The other coun- 
tries in Eastern Europe have also been inactive, in the same period, 
except that a few of them stayed on until 1949. 

But it is assumed they may wish to come back too, if the U.S.S. R. 
does, but that is purely an assumption. There has been no indi- 
cation that that is the case. 

Mr. Dries. I have one more question. I would assume that our 
participation in the program would make us some friends abroad; 
is that right? 

Dr. Hypr. There is no question about that. One of the charac- 
teristics of the World Health Assembly is the friendly atmosphere 
that exists among the health leaders of the world, which has grown 
up over a period of time in the World Health Organization. So many 
of them have studied here that it is almost like a reunion each time 
the Assembly meets; a reunion of old friends. 

That, I think, is a direct result of the fact that they are men with 
the same basic objectives and the same techniques, and often have 
known each other for years. 

Mr. Dries. That is encouraging to me, because it has been my 
impression that some of our programs have not been received very 
favorably abroad. I am glad that we do have one program here that 
not only is a good thing for the world at large but also helps our own 
country. 

I am still a little old fashioned. I like to think about what effect 
these things have on our own Nation. 

The CHatRMAN. You may proceed, Doctor. 

Dr. Hype. Mr. Chairman, with this background I would like to say 
something about how the Public Health Service participates in rela- 
tionship to the organizations. It works under the guidance of the 
Department of State in its relationship. 

Under the terms of the constitution of the World Health Organi- 
zation, and by the action of the State Department, there has been 
created a direct channel between the Director General of the World 
Health Organization and the Surgeon General on technical matters. 
All other matters are channeled through the Secretary of State. So 
there is a day-to-day relationship in the technical field between the 
Public Health Service and the WHO. 
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I mentioned the delegations earlier. There are United States dele- 
gations to these various bodies, and when we receive the agenda in 
the United States for the World Health Assembly or the Executive 
Board, and so forth, they are reviewed jointly by the Public Health 
Service and the Department of State, and jointly the instructions to 
the delegation are worked out and cleared and agreed on; the delega- 
tion is organized and dispatched and there is joint participation on 
the delegation. 

As I pointed out before, in order to bring about coordination, the 
ICA also serves on those delegations and is in on the development of 
instructions, insofar as they affect any interest that ICA has. 

At the Secretariat level there is a relationship, too, in that the 
Public Health Service will make available for a short term an expert 
from its staff to help WHO. 

Recently the chief dental officer of the Service spent a few months 
with WHO, helping them to develop a public health dental program; 
the chief public health nurse of the Service has been loaned for a short 
time recently to help work out some of the technical nursing matters 
that the Organization is concerned with. 

At the moment one of the officers of the Public Health Service is 
out in the western Pacific area inspecting for the WHO some of the 
laboratories that are studying the resistance of the insects to insecti- 
cides, a thing which is of great importance to the whole world, of 
course. 

I have mentioned the panels of experts and the expert committee 
meetings. 

There are 62 service officers that have served on those panels, 
through correspondence. This means that these men have been 


recognized as world experts in the fields concerned and that WHO 

wants to keep them on a formal list of people that they deal with by 

correspondence. Thirty-seven officers have attended meesnge of 
eal 


expert committees drawn from the larger panels, and Public th 
Service officers have been chairmen of a number of those expert 
committees. 

So at the expert level the Public Health Service is exceedingly 
active in helping to maintain the standards of the Organization. 

Also, as Dr. Scheele pointed out, the Public Health Service is 
maintaining at the behest of the WHO, an International Shigella 
Center here. Shigella, one of the dysentery organisms, and we 
receive cultures of Shigella strains from all over the world to get the 
pattern of the different types of Shigella, and that is part of a world- 
wide system. 

We have been asked to do the same thing with influenza, which 
hitherto has been done by a United States university. WHO is 
requesting that Public Health laboratories serve as observer of 
influenza virus in this hemisphere. 

Then, of course, we give regular reports of statistical and other 
information to the World Health Organization from time to time. 

These, then, are the areas in which the Public Health Service comes 
into contact with the Organization at the policy level, the expert 
committee level, the Secretariat level and then by carrying out specific 
jobs for WHO on request. 

That, I think, Mr. Chairman, covers the points I wanted to make 
on our relationship to the World Health Organization. 
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The CHatrman. Now, are there any further questions? 

Let me clear one point. If I properly understood you, Doctor, you 
said that you visualized the time in the not too distant future when 
we would have worldwide eradication of malaria? 

Dr. Hypr. Yes, sir. 

The CuHarrMan. Is that in substance your statement? 

Dr. Hype. Yes, sir. 

In that connection, I might call attention to this chart here, if I may. 
The height of the bar represents the number of people exposed. These 
are the Americas, Southern Asia, eastern mediterranean, western Pa- 
cific, Europe, Africa. 

In Southeast Asia over 250 million people are in malarious areas. 
To date, 100 million of these exposed persons are protected by malaria- 
control programs. 

Here in the Americas, the residual problem is Mexico, and just last 
May Mexico appropriated $5 million to launch an eradication program 
in Mexico. 

The CHarrMan. Does that include Central and South America? 

Dr. Hyper. Yes, sir. Malaria has been done away with in Chile 
Uruguay, and most of Argentina, in most of Venezuela, and in prac- 
tically all of Central America. 

The problem in the Americas is largely in Mexico and Colombia. 
Both are entering into the eradication phases. 

The great problem is Africa. There are administrative difficulties 
and technical difficulties in Africa. 

So, WHO has had an African conference on malaria to study those 
special problems. I think there is still studying to be done on how 
to do the job. 

In the rest of the world it is known how to do the job and demon- 
stration is well underway, showing that it can be done. I think it is 
not too optimistic to think within the next 10 years that all except 
Africa will be free of malaria. 

Mr. Hesetton. Before you leave that chart, Doctor, let me get it 
clearer. Does the total column indicate the number of people in those 
countries? 

Dr. Hyper. No, sir; that is the total number of people exposed to 
malaria in those countries. In some areas, such as in the Andes, at 
high altitudes and in more temperate areas, the population is not 
exposed. 

Mr. Heseiton. That is the number exposed? 

Dr. Hyp. Yes. This is the number that is living in malarious 
areas in 1955. This indicates the number of people in malarious areas 
that have been DDT treated and who are therefore protected against 
malaria. 

Mr. Hese.ton. They are protected against it? 

Dr. Hype. Yes. 

Mr. Hesetton. What comparable information do you have for 
1954, 1953, and 1952? 

Dr. Hyper. Before this work started, about 1949 or 1947, there were 
300 million cases of malaria in the world a year. Now, no one knows 
what the exact effect of this has been, but certainly it is felt that at 
least 100 million of those potential 300 million are now being prevented. 

As we pointed out yesterday, in Greece, for instance, which ran a 
million to 3 million cases per year out of a population of 7% million, 
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depending on whether it is a wet or dry year, now it is a rare disease. 
Malaria is essentially eliminated there. 

The CHarrMAN. Are there further questions? 

Mr. Macdonald. 

Mr. Macpona.p. Dr. Hyde, as chairman of a subcommittee of this 
committee, I went to southeast Asia and our committee were very 
much interested in the public health program in that area. It seems 
to me that this malaria problem was very prevalent in Indonesia. I 
had there some conversations which indicated that when this DDT is 
applied in highly concentrated areas, mosquitoes become immune to 
the DDT and, therefore the effectiveness of the program perhaps was 
not as great as we hoped it would be. 

Dr. Hype. Yes, sir; that is an exceedingly important point. There 
are a few places, and Indonesia is one, where certain species of the 
anopheles mosquito have become resistant to the DDT. It has never 
happened in less than 6 years of exposure thus far. 

There are just a few foci, and there is some reason to believe there 
are certain ways of using DDT which may bring it about; in other 
words, using it on larvae rather than adults, but it is alarming. It 
means that this job of eradication should be pushed rapidly before 
mosquitoes around the world become resistant. 

Fortunately there are other insecticides available. One is dieldrin. 
Dieldrin is being used in Indonesia, and is effective there. 

At Savannah, Ga., the Communicable Disease Center of the Public 
Health Service is carrying out, under a contract with the ICA, a 
special study of resistance to insecticides, to find other agents that will 
be effective if and when mosquitoes become resistant to DDT. 

As I pointed out just a moment ago, one of the officers in the 
CDC is now studying for WHO the work that is being done concerning 
it in laboratories in other parts of the world. 

The development of resistance is a thing that has alarmed the 
malariologists. 

At the moment it is completely in hand, but there is the potential 
danger of an explosion of malaria on that basis unless we do the job 
very extensively. In some places it must be stepped up until we find 
other agents that are adequate substitutes. 

Mr. Macponaup. Are you satisfied with the present research 
facilities which you have in order to press the program on other fronts? 

Dr. Hyps. I think there needs to be certainly an intensification of 
research in Africa and on how to control malaria in Africa. 

At the moment, the National Institutes of Health are carrying 
on an interesting experiment at the request of the WHO, and with a 
grant from the WHO, as a matter of fact, to determine whether it is 
practical to administer a malaria-suppressing drug to whole popula- 
tions in combination with salt or some other common food. 

In most areas malaria control is done largely by spraying the inside 
of the houses, and the mosquitoes hit the wall and get on the DDT 
and they die either before or after they bite the infected person. 

But there are certain parts of the world where people live outdoors, 
or during the malaria season they are in fields and sleeping out there 
overnight. There are special problems of that sort that require 
research. That is being carried on to see if there is not some way to 
put a malaria-suppressing preparation in food as you add iodine to 
salt in many places. 
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i there is much research needed and there are special problems in 
this. 

Mr. Macponatp. This is a personal piece of information. I 
spent part of the war years out in the Southwest Pacific and atabrine 
was being used extensively. What has happened to that? 

Dr. Hyper. There are better drugs that have come along since then. 

You take one tablet a week and it has a better effect than atabrine. 
I think you will remember the color that men developed. Atabrine 
had to be taken every day. That has been improved. The new 
drugs have been developed in cooperative research by the National 
Institutes of Health, universities, and pharmaceutical firms. 

The Cuarrman. Are there any further questions? 

Mr. Hesetton. Doctor, I made a note during the course of your 
presentation that you stated there was broadcast every day certain 
information. I did not quite catch what it was. I want to clear 
that in my mind, and then I wanted to ask a question if I understood 
you correctly. 

What is the extent of the cooperation between the organizations 
represented here this morning and our information service, or what 
in the past was described as the Voice of America? Is there some 
effort to correlate what is being done to disseminate the information 
that is of any importance to the people concerned so that they will 
know how they can take advantage of the facilities and the personnel 
who are stationed there—I am not just talking about the United 
States personnel, but all personnel, whether they be doctors or nurses 
or any other kind of technical people who could be of assistance. 

Dr. Hypr. Mr. Heselton, the Voice of America and the Public 
Health Service cooperate closely in preparing broadcasts on inter- 
national health activities. The Voice interviews trainees from abroad 
who come to the United States under ICA fellowships. In the last 
half of 1955, the VOA broadcast to their home countries and areas 
almost 50 interviews with trainees from 17 different countries. In 
addition, the Voice recently broadcast to India an Interview with 
Dr. Estella Ford Warner, who until recently headed the ICA health 
staff in India and was influential in advising India on the establish- 
ment of an appropriate pattern of Federal-State relationships in 
health. We hope to arrange for broadcasts of interviews with further 
Public Health Service officers who return from ICA assignments. 

The Voice of America also broadcasts programs on the activities 
of the World Health Organization and on United States participation 
in WHO. Following the Eighth World Health Assembly, held in 
Mexico City last May, many Assembly delegates visited the United 
States at the invitation of the National Citizens Committee for WHO. 
Under arrangements worked out between the PHS and the USIA, 
the Voice of America broadcast to their home countries interviews 
with some 30 of these visitors—all holding high positions in their 
own countries, including four ministers of health and six directors 
general of health. To commemorate World Health Day, April {7, 
1955, the Voice broadcast a special feature to Latin American countries 
on WHO assistance to that area. This program, incidentally, also 
mentioned ITAA assistance. 

The U. N. radio, with headquarters in New York, has also broadcast 
interviews with PHS officers. To commemorate World Health Day 
in 1955, the U. N. radio sent out to its affiliated stations throughout 
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the English-speaking world, including the leading United States 
networks, interviews with Dr. Scheele and myself on the theme of 
that World Health Day, “Clean Water for Better Health,” and on the 
WHO programs. 

You also asked, sir, about the reference in my statement to daily 
broadcasts. These are broadcasts sponsored by WHO as one of its 
worldwide services. Under the International Sanitary Regulations, 
member countries throughout the world report by telegram or tele- 
phone to WHO on the incidence within their borders of certain major 
communicable diseases. The WHO, in turn, prepares daily epidemio- 
logical bulletins, summarizing the data received from the various 
countries, and these bulletins are broadcast daily or frequently over 
shortwave stations. They are broadcast daily from Geneva (on 8 
wavelengths in English and 2 in French), weekly from Singapore, 
twice weekly from Alexandria, and daily over a wide netowrk reaching 
the Indian Ocean and the western Pacific. In this way, WHO keeps 
countries informed of flareups of disease almost anywhere in the world. 
The PHS monitors these broadcasts and makes constant use of the 
information obtained. 

The CuatrMan. Thank you very much, Doctor. We have appreci- 
ated your presentation onl, your answers to questions. 


Dr. Anderson, is it the desire of the panel to proceed now with the 
ICA programs? 

Dr. Anprerson. I might, if it would be agreeable, Mr. Chairman, 
we the subject which Dr. Scheele would have spoken to if he 

ad been here today. 

The CHarrMAN. You are to present that subject? 


Dr. ANDERSON. Yes. 

The CuarrMan. I had not realized from looking at this schedule 
that he was to present a subject and that the other subjects would 
follow later. 

You may proceed, then, Dr. Anderson. 

Dr. ANpEerRson. Mr. Chairman and members of the committee, 
thus far in this hearing statements by Public Health Service repre- 
sentatives have reviewed the Public Health Service’s direct responsi- 
bilities and activities in relation to foreign quarantine, research 
activities abroad, and international health organizations. 

There remains one more area of Public Health Service responsibility 
in international matters, namely, the assistance which we provide to 
the programs whereby the United States gives a helping hand to 
friendly nations on a country-to-country basis, in order to remove foci 
of — and to build their national strength—the bilateral programs, 
so called. 

Dr. Scheele sketched the history of this activity which began, 
insofar as the Public Health Service is concerned, with the mission 
sent by the Service to Liberia, in 1944. 

Present responsibilities of the Service in bilateral programs derive 
from an agreement between the Service through DHEW and ICA. 
This provides that the Service will make its resources available for 
technical consultation, review, and support of the bilateral health 
programs; that it will serve as the primary point of recruitment for 
the technical health personnel needed in these programs; and that it 
will plan and manage the training programs of foreign nationals 
sponsored by ICA and referred to the Public Health Service. 
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These activities in the Public Health Service are located in the 
Division of International Health, of which Dr. Hyde is Chief, one of 
the six divisions in our Bureau of State Services. The Division is organ- 
ized along functional lines with an Education and Training Branch 
handling the training programs of foreign nationals to which I have 
referred; a Health Services Branch, which is responsible for technical 
consultation provided to the overseas health staffs and for recruitment 
of health personnel qualified for, and interested in, overseas assign- 
ments; a Program Development Branch, which handles review of 
proposals for overseas health programs and collection of data con- 
cerning health needs and resources in the countries in which these 
programs are in operation; and an Administration Branch, which is 
responsible for the administrative arrangements for PHS officers 
assigned to ICA programs and for ICA-sponsored foreign nationals 
whose training programs in this country we arrange. 

Within ICA there is, under the Deputy Director for Technical 
Services, the Public Health Division, of which Dr. Hanlon, an officer 
of the Public Health Service, is Chief. Day-to-day contacts between 
ICA and PHS channel back and forth between our Division of Inter- 
national Health and the ICA Public Health Division. All of our 
program contacts with staffs in the field are channeled through 
ICA/Washington. 

As pointed out yesterday, the functions performed by the PHS in 
behalf of ICA programs are financed by funds transferred to us by 
that agency. 

RECRUITMENT AND STAFFING 


The Public Health Service recruits personnel for the international] 
health programs of ICA, as commissioned officers of the Service, 
or as direct employees of ICA. 

There are at present, as of December 31, 1955, 421 positions in the 
field of public health overseas. Of these, 343 are filled at the present 
time, leaving 78 vacancies. Of the total public health personnel now 
employed in the ICA-sponsored health programs overseas, 165 are 
commissioned officers of the Public Health Service, assigned to 33 
countries. 

In the Near East, South Asia, and Africa areas and in the Far 
East area, 124 of 190 health technicians are officers of the Service. 
In Latin America, where in the early period during World War II 
the program was staffed by the Office of the Surgeon General of the 
Army, now the gradual conversion to PHS staffing is evidenced by 
the fact that 40 of 151 health technicians are Public Health Service 
officers. At ICA headquarters, 4 of the 7 professional personnel are 
Public Health Service officers on assignment. 

Of the officers assigned to ICA, more than half have been recruited 
and commissioned especially for this duty; the remainder are detailed 
to ICA from within the Public Health Sérvice. 


ASSIGNMENT TO ICA 


After the Public Health Service has completed the recruitment 
process, the officers are assigned to ICA for duty in specific positions 
either in headquarters or in overseas missions. They continue to be 
paid by the Public Health Service from funds transferred from ICA, 
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but operationally they are entirely responsible to the-appropriate 
ICA officials. 

Officers assigned to overseas duty are responsible to the director 
of the United States Operations Mission in the country concerned. 
There is no direct line of authority to these officers from the Public 
Health Service. 

We of the Public Health Service are proud of the work that these 
officers are doing with ICA. They have planned their projects 
imaginatively and have executed them with diligence. In India, for 
example, Service officers have been responsible for helping that country 
develop a substantial improvement in the working relationships 
between the Federal Government of India and the States in the 
administration of the public health program, and Service officers 
have played a major role in planning the important nationwide malaria 
control and environmental sanitation programs. 

In Iraq, Service officers were instrumental in persuading and assist- 
ing the Ministry of Health to develop a 5-year plan for the organiza- 
tion of local health departments and for the development of a training 
plan for personnel to staff them. They have organized demonstration 
projects in general public health work and in maternal and child 
hygiene, and they are assisting the Government in the planning of a 
$20 million hospital construction program. 

In Iran, in 1947, Service officers made the basic study and plan on 
which malaria control has since been so widely achieved in that 
country. 

In the Philippines, the Service officers have emphasized during the 
past several years the demonstration of local health services, and 
the result has been a program leading to establishment of over 1,600 
local health units. Service officers have played a major role in the 
development of a reorganization plan of the national health services 
of the Philippines, which is now getting underway. Incidentally, 
when Dr. Hyde and I visited the Philippines on a recent trip, we had 
an opportunity of reviewing this very excellent plan. 

In Egypt, Service officers are conducting under ICA a pilot stud 
designed to demonstrate a new method of destroying the snails which 
transmit schistosomiasis to man. Schistosomiasis is a disease which 
causes great disability among the population of Egypt. The Na- 
tional Institutes of Health are responsible for the discovery of the 
chemical which is being demonstrated in this project. 

In Liberia, Service officers have, since 1944, been responsible for the 
development of an indigenous school of nursing, and they have 
assisted in the organization and development of malaria control and 
the initiation of rural health service. 

In Ethiopia, Service officers have assisted the Government in 
developing a school for the training of health personnel. 

These are only a few of the many accomplishments of Public 
Health Service officers overseas in recent years. They are making 
substantial contributions, now as part of the ICA missions, to the 
improvement of health and the elevation of living standards in all of the 
countries where they are assigned. 


TECHNICAL BACKSTOPPING 


The agreement with ICA provides quite broadly for that category 
of activities summed up as “technical backstopping.”’ 
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In this connection, the Public Health Service Division of Interna- 
tional Health maintains information on health conditions and activi- 
ties in countries throughout the world. In addition, field reports are 
referred to this Division for analysis, and the results of these studies 
are made available to personnel in the field. 

Similar studies are made of the proposals which come from the field 
for new projects or modification of existing projects. These proposals, 
and also the requests for special information or advice, are referred 
for study and comment to the sections of the Public Health Service 
which have the greatest competence with respect to the subjects 
under consideration. For example, the Service officer who is in 
charge of the Public Health Division of the Mission to Lybia recently 
submitted through channels a proposal for a new tuberculosis-control 
project. This proposal was referred to the tuberculosis program of 
the PHS Division of Special Health Services, and the resulting com- 
ments and suggestions were transmitted to the ICA. In this way the 
vast store of experience which has been derived from the domestic 
programs of the Public Health Service is made available to health 
personnel in all parts of the world. 

Field consultations are provided from time to time both by regular 
staff members of the PHS Division of International Health and officers 
of other bureaus and divisions of the Public Health Service. Some of 
the highest ranking officers of the Service, who are recognized authori- 
ties in their fields, have made these evaluation trips, as, for example 
the Deputy Surgeon General, the Chief Sanitary Engineer, and the 
chief of the health education program of the Public Health Service. 
I had such an opportunity myself last year, visiting certain countries 
in Asia for ICA. 

Recently the Public Health Service has completed for ICA a com- 
prehensive field manual on malaria control, and is presently working 
on similar documents covering sanitation, nursing, public health 
administration, and tuberculosis control. These will be used for the 
guidance of health personnel in all overseas missions. 


TRAINING SERVICES FOR INTERNATIONAL STUDENTS AND VISITORS 
Under the ICA—PHS agreement the Service agreed to— 


* * * plan and manage the training program of foreign nationals referred to 
them and sponsored by FOA * 

During the past 5 years PHS has arranged the training of 1,740 
international students and visitors for ICA and its predecessor organi- 
zations. Over 80 percent—1,413—held appointments for a period 
longer than 6 months, most of them for a full year. 

or the purpose of comparison, it may be mentioned that during 
the same period 1,559 other international students and visitors were 
assisted by PHS for the Department of State, the Department of 
Defense, private foundations, and other sponsors. 

Programs for trainees are worked out in the Education and Training 
Branch of the Division of International Health by training officers, 
who are for the most part technicians returned from overseas service. 

After an analysis of the needs of each candidate in relationship to 
the health situation in his country of origin, a training program is 
prepared by the service for each trainee and the necessary arrange- 
ments are made for his study in the appropriate school, laboratory, 
hospital, health department, or other training center. Such trainees 
are visited twice during the year by the training officer. 
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RESEARCH 


On occasion the Service carries out specific program related research 
projects for ICA. An example of this activity is the investigation 
that is being made at the Communicable Disease Center at Savannah, 
Ga., on the problem of finding substitute insecticides which can be 
used in instances where malaria-transmitting mosquitoes become re- 
sistant to DDT and other insecticides which are now in use. The 
Communicable Disease Center is similarly working for ICA in devel- 
oping improved sprayers for malaria control work. 


PROGRAM PLANNING CONFERENCES 


PHS officers participate by invitation in all important ICA health 
staff meetings at hea quarters and abroad. I had the opportunity 
of participating in such a meeting in New Delhi just a year ago, 
attended by the staff assigned to the Far East and the Near East 
and Asia areas. The Service has been invited to send representatives 
to a similar Latin America meeting in March of this year. 

In summary, then, in the bilateral program the Public Health Serv- 
ice today cooperates with the ICA, as it has with its predecessor 
agencies, in providing professional and technical personnel for service 
both at home and abroad, in supervising the technical personnel who 
come here under ICA to study, and in providing technical assistance 
to ICA in the many areas of public health. 

Mr. Macponaup. Dr. Anderson, I believe that you stated that 
Public Health officers, or other Public Health personnel assigned to 
ICA, have their salaries paid by transfer of funds from ICA to Public 
Health? 

Dr. Anprerson. That is correct, sir. 

Mr. Macpona.p. That includes not only the Public Health Service 
officers, but technicians or other personnel not of the commissioned 
corps? 

Dr. Anperson. The personnel assigned to ICA would be those who 
are commissioned personnel. 

I believe I am correct in stating that for other than commissioned 
officer personnel we participate in recruiting, but they are employed 
directly by ICA. 

Dr. Hanton. That is correct. 

Mr. Macponaup. Dr. Anderson, first of all, I would like to report 
back to you for my subcommittee that in our extensive travels through- 
out southeast Asia we had every possible cooperation given us by the 
Public Health officials out there. I am sure that the committee is in 
agreement that all of the Public Health officials we had any contact 
with at all are doing a splendid job, in many places, as you perhaps 
know well indeed, under adverse circumstances. 

I think the department i is to be complimented on the type of person- 
nel it does have out there. I was especially pleased to see some Negro 
doctors at work for the United States Government out there in an 
area where anticolonialism has gotten to a fever pitch. 

It was my impression, inset by other members of the committee, 
that the Public Health officials out there were among the most popu- 
lar of the United States governmental officials. i am sure you 


already know that, but I would like to call it to your attention as well. 
I do have some questions about the program overseas. 
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It was my impression even though a great job is being done, that 
there was not any great long-range program of continuity, at least 
that I could see, in the area. Do you have any comments about that? 

sem Anverson. I think possibly Dr. Hanlon might better speak to 
that. 

Dr. Hanton. It must be realized, of course, that the funds which 
make possible the activities of the bilateral health programs are ap- 
propriated on an annual basis which does make it somewhat difficult 
to plan very far ahead, because it would be inefficient on our part and 
we believe unfair to the host government to lead them into something 
and then drop them. 

However, certain things have come about which have made it 
possible to plan a little further ahead than in the past. 

Most important of these has been the right which has been given 
to ICA to make contracts for a 3-year period, which does expand the 
planning possibility a bit. 

As an example of the importance of that, Mr. Macdonald, I am 
happy to hear you were in Indonesia and you may have met the 
individuals who are there assisting the medical school in Indonesia. 
We consider that one of our most important projects because Indo- 
nesia when it achieved independence was left with a situation in which 
there was about 1 physician per 80,000 population. In fact, there are 
many parts of Indonesia where there is one physician, regardless of 
the quality of his training, for every 200,000 perople. 

It is most important and basic to any development in medicine, 
public health, preventive medicine, that that situation be improved. 

So under this ruling which came about a couple of years ago, it was 
possible to make a 3-year contract with a United States medical school. 

In this instance we made a contract with the University of Cal- 
ifornia Medical School to work with the Indonesian Medical School. 
I think that is an example of one way we have been able to assist. 

Mr. Macponautp. Do you have a similar program in Saigon with 
Michigan State University? 

Dr. Hanton. Not in the field of health, sir. 

Mr. Macponaup. Do you have any recommendation that we 
could perhaps act on legislatively to try to get a long-range program 
working effectively? It would seem to be if the program is not long 
range, you have no program at all. 

Dr. Hanton. That, of course, is a very key problem. Many of the 
things with which we deal, the training and education of the people, 
malaria control and other activities, as you indicate, truly necessitate 
long-range planning. 

Using malaria control and eradication as a good example, if we 
work with another country which has malaria as one of its outstanding 
problems and if at the same time there is a danger of insects that 
transmit the disease becoming resistant to the material used, unless 
we can plan long range with the country we are trying to assist, we are 
in danger of getting them up to a crucial point and then leaving them 
with what might eventually be a rather serious situation. 

Most certainly anything that can be done to enable more than a 
year to year planning basis is fundamental. 

Mr. Macpona.p. Has this been discussed at any great length with 
the proper officials in ICA? 

Dr. Hanton. May I defer that to Dr. Stokes. 








56 THE UNITED STATES AND INTERNATIONAL HEALTH 


Dr. Stokes. I am sorry, sir, will you repeat the question? 

Mr. Macpona.p. Has this problem been discussed at any length 
with the proper officials in ICA? 

Dr. Stoxes. The long-range idea is very essential to most all of our 
discussions. As you already know, sir, it has been presented as one of 
the proposals which the administration intended to lay before the 
Congress that there be some recognition of the value of this long-range 
planning. 

Where it goes from there, of course, is not our province. 

Mr. Macponatp. Do you happen to know whether the recom- 
mendations for legislation of long-range planning have been made? 

Dr. Stoxes. I believe I am correct in saying that the specific 
recommendations have not yet been submitted to the Congress, but 
there has already been in the newspapers considerable discussion of 
the intention to so recommend. 

Mr. Macpona pn. Is it pointed out in the recommendations, do you 
happen to know, that in many instances, while health service certainly 
is not political, it has a very great impact on the people of this area, 
the fact that public health officials are giving them a service that is not 
available in any other direction? 

Dr. Sroxes. I, myself, do not take part in that section of our 
agency which is working along these lines, so I am not in a position to 
answer. 

Mr. Macponautp. Dr. Anderson, I was very interested in the 
remarks about the training of personnel for these undeveloped areas. 
I was wondering what experience had been had in the methods of 
training. 

If I understood you correctly, the present method is to bring the 
people here to America? 

Dr. ANpERsON. That is correct, sir. 

Mr. Macponatp. Do you happen to know what their experience is 
after they are trained here under American conditions and then they 
return to their native countries where the conditions are completely 
different? 

Dr. ANpERSON. Speaking to the point of the benefit of the training 
and how they are able to use and adapt this training? 

Mr. Macpona.p. Yes, sir. 

Dr. ANDERSON. With your permission, I would like to ask Dr. 
Hyde to follow up on that, sir. 

Dr. Hyper. Mr. Chairman, I am quite satisfied that these people do 
a remarkable job when they return and that they are a real ferment for 
good. I think many of them are frustrated when they return, but 
studies which have been made have shown, in the longer more estab- 
lished programs such as those in Latin America, that by and large 
these people when they return do stay in the area in which they were 
trained—in public health, for instance. 

A recent health survey of the people in Peru revealed that over 90 
percent of returned trainees were still working for the Government in 
public health. 

I think that one thing they get here is a point of view and under- 
standing of the objectives—that is very important to them. 

But there is also reason to believe that perhaps the training here 
should be advanced training not basic training. That is a question 
that is under study now. 
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With your permission, sir, I would like to ask the ICA representa- 
tives to comment on this. I know they have been giving a great deal 
of thought to this particular problem. 

Dr. Haniton. May I add to Dr. Hyde’s statement, with which I 
am most certainly in full agreement? With regard to ICA interest in 
training, we consider it to have two aspects. 

First, the professional needs in order to get the technical job ac- 
complished back home in their country, and second, there is most 
certainly a foreign policy or international understanding aspect. 

Many of these people have been exposed to statements in their 
own, or neighboring, countries about the United States and have 
many misconceived notions. Through the training grants, they have 
an opportunity to come over here and see what America is like and 
to see for themselves the quality of education and society in our 
country. 

Beyond that, of course, they get the best possible professional edu- 
cation that it is in our power to enable them to get. 

Mr. Macponaxp. Can I interrupt at that point? 

Dr. Hanton, Yes, sir. 

Mr. Macpona.p, I was just wondering how these people were re- 
cruited. What class of society are they from? 

Dr. Sroxes. I am in charge of, specifically, the overall training 
policies of ICA which apply not only to health, but to all of our train- 
ing program. I thought perhaps it might be more useful if I com- 
mented on this rather than just the health. 

Mr. Macpona.p, All right. 

Dr. Stokes. Our training is always conceived of as a part of a 
larger project. In carrying out a specific project in the field of health 
or agriculture or any other of the areas of operation, we try to combine 
three elements: 

One is bringing people from the host country to America for training. 

The second is sending our tecnnicians out to carry on the program 
in the field; and 

Third, a component of supply for demonstration and pilot purposes. 

The individuals who are chosen to come to this country are chosen 
not so much as individuals, but as persons who fit into a scheme. 
Therefore, generally they are somewhat more mature than the aver- 
age type of exchange student. They come because they occupy a 
certain position, let us say, in the Ministry of Health, or in a medical 
school, and they are brought here to be trained to go back into that 
position. 

So that your first question as to what level they come from, they 
generally are somewhat more mature people and from a fairly high 
level in the hiearchal structure of the country concerned. 

They are selected as a part of the process of project agreement 
between our missions in the field and the appropriate representatives 
of the host country. 

Mr. Macponatp. We have been sort of bouncing from one to 
another with these questions and answers. I would like to ask what 
some proper authority at the table out there thinks of the relative 
merits between having a lot of people go out in the field to train them 
under their own conditions, or bringing them back here to America 
where they are trained in American methods that from my impres- 
sion, at least, are not too practical when they get back out under 
completely different circumstances. 
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Dr. Sroxss. I will take that one, if I may, sir. 

In some cases the training facilities just do not exist at the present 
time and consequently there is no alternative to bringing them to this 
country or some other place. 

Secondly, in certain specialized areas it would never be feasible to 
attempt to develop the training opportunities in the host country. 

But, by and large, we share completely the point of view you ex- 
pressed. It is much better to develop the institutions in their own 
country to do the training. You had an example of that in Indo- 
nesia where we are attempting to build up the medical school itself, 
and that is characteristic of ICA programs all over the world and in 
every substantive way. 

We feel that our objective is to develop the institution which can 
take the job and carry it forward on the host country’s own ground. 

Dr. Hanton. May I add one more word to that, Mr. MacDonald? 

Mr. MacDona.p. Yes. 

Dr. Hanton. I don’t think it is a question of “either/or” in this 
stage of the developmental history of these countries. I think that 
some of each is needed. There are a large number of, shall we say, 
hands and feet needed to accomplish certain jobs like malaria control ; 
by this I mean large numbers of nonprofessional personnel who need 
to be trained. 

Certainly they must be trained where the need is, in their own 
country. 

On the other end of the scale, as has been pointed out, there are 
individuals who are in an important position and have reached a stage 
of maturity where they can truly benefit from advanced training in 
this country. In between is a group of people who are professional 
people or close to it, in the process of being trained as professionals, 
who if at all possible should be trained in the professional schools of 
their own or a similar country. 

With that in mind, in the field of public health we have been assisting 
in the development of a number of schools of public health in different 
parts of the world. 

In the past, we assisted in the development of two schools in Latin 
America and at the present are similarly engaged in the Philippines 
and in Egypt, as examples of in-between training situations. 

Dr. Stoxes. We also have a contact with the American University 
at Beirut for training in public health activity. 

Mr. Macponatp. Io use your words “in-between,” are there any 
plans currently in existence dealing with regional training? We have 
noticed the requirement for each country. In Indonesia, if my memory 
serves me, in 1954, only 1,400 boys graduated from high school, sever 
mind a medical school, out of a population of 80 million people. So 
their requirements would certainly be different than that presented in 
the Philippines, where education facilities are much higher. 

I was wondering if there was any plan for regional training. 

Dr. Hanton. I think it is correct to state that in most, if not all, of 
the instances which I mentioned, we are assisting on the basis and 
expectation that these be developed and used as regional training 
centers. 

The American University at Beirut as a whole and its public health 
component specifically, draws students from many other countries. 
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It is the intent that the school developing in Alexandria, Egypt, will 
do the same. é 

The Philippine school is similar. 

Dr. Stoxes. May I state the public health situation and, hence, 
the whole ICA program again. 

This question of developing regional training activities has been one 
in considerable ferment during this past year. As a matter of fact, I am 
leaving day after tomorrow for sessions in Europe and in the Near East 
on this regional training concept. 

We have already had other representatives of ICA in the Far East 
and in Latin America examining precisely this possibility. 

Mr. Macponaxp. These people are selected mainly from the 
graduate students. Who does the actual selecting of them? 

Dr. Stokes. It is a joint action. Representatives of a proper 
agency in the government of the host country, and the head of the 
ICA technical team, in this case Public Health, and also the training 
officer of the mission, participate in judging whether these people 
actually are capable of absorbing the training we are proposing for 
them. It is a joint operation. 

Mr. Macpona.p. I[ take it that it is the nation and the Public 
Health officials, and who is third? 

Dr. Stoxes. The head of the Public Health team in the ICA 
representative group in the country and the training officer of the ICA 

up. 
_ Macpona.p. Has there been much competition? Have the 
people shown much interest in obtaining this training? 

Dr. Stokes. Yes, sir. Our problem usually is meeting the requests 
that fall within our possibilities without causing negative reaction by 
the large number that cannot be taken in. 

Mr. Macpona.p. Those that are sent here receive a salary while 
they are being trained? 

Dr. Strokes. In most cases, if they are Government officials, they 
remain on salary. They are merely detailed from their regular position 
to come here. If they are professors at the university, the university 
continues to pay their salary. 

We, however, supplement that by a per diem for the additional 
expenses which they have in the States. 

Mr. Macponaup. Thank you very much. 

Mr. Hesre.ton. Would someone describe what the contribution is 
of our voluntary organizations? I have in mind the work done by the 
Rockefeller Foundation in South and Central America. Is the Insiti- 
tute of Inter-American Affairs a voluntary organization, may I ask? 

Dr. Stoxss. No, sir; the Institute of Inter-American Affairs is a 

overnmental corporation which originally operated independently. 
it is now in fact coincidental with our Division in the ICA for Latin 
American Affairs. 

Mr. Hesetton. I notice in a report on Peru, that Mr. Holland and 
Mr. Ward, president of the Export-Import Bank, and Mr. Atwood, 
president of the Institute of Inter-American Affairs, visited Peru to 
discuss various aspects of inter-American problems. 

Now, that is more or less a catchall question, but what I would like 
to see developed is what relationship is there between the official 
United States, or WHO activities and the voluntary organizations’ 
activities, either here or in other countries. 
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Dr. Strokes. If I may defer the ITAA question, I will mention that 
in my description of the ICA. 

So far as the voluntary organizations are concerned, I can give a 
quick answer there. We have a special liaison group to enable us to 
pursue the announced policy of utilizing nonprofit agencies in every 
case where their activities are appropriate and where their activities 
can be tied in with ours. 

So far as the Rockefeller Foundation is concerned, and comparable 
foundations, we do not have formal relationships with them, but we do 
cooperate very closely in integrating. For instance, the work of the 
Ford Foundation in community development in India has very real 
relationship to the work we ourselves are doing in that country in the 
same field, but there is no formal relationship. 

In other cases we actually make contracts with a voluntary agency 
to carry out a program in our behalf. 

Mr. Hesetton. Do I understand that there are certain phases of 
the work in which there is cooperation and certain phases in which 
there is not cooperation? 

Dr. Stoxss. I would put it this way, sir: there are phases in which 
the cooperation takes a formal and sometimes even a contractual 
relationship. 

There are other cases in which the cooperation is very real, but is 
handled on an informal basis. 

Mr. Hese.tron. But there is a relationship between all of these 
voluntary organizations and the official organizations? 

Dr. Stoxss. That is right, sir. 

Mr. Hzsxuton. Is that relationship satisfactory? 

Dr. Sroxss. It is very satisfactory indeed; yes, sir. 

Mr. Hesevton. Both to you and to the voluntary organizations as 
far as you know? 

Dr. Stoxss. So far as we know; yes, sir. In fact, they are con- 
stantly pressing on us a greater use of their activities. 

Mr. Macpona.p. I have one last question of Dr. Anderson. 

I noticed in your statement you said that there were 421 physicians 
in the field of public health, and 343 are filled, with 78 vacancies. 

I was wondering why the vacancies? 

Dr. Anperson. I think Dr. Hanlon can speak to that more specifi- 
cally. The basic problem on the vacancies is the dearth of profes- 
sional personnel to fill these various positions, the scarcity of medical 
officers, nurses, and to some extent sanitary engineers. 

That is the primary problem that we are faced with in obtaining 
personnel for the overseas assignments. 

The ICA also recruits in this same general area. Maybe Dr. 
Hanlon has something that he might add to that. 

Dr. Hanton. There is only one thing I can add to Dr. Anderson’s 
comment on the general overall shortage of public health personnel 
throughout this country, and the whole world. The conditions of 
work and living in many of the places for which we are trying to 
recruit personnel are such as to increase our difficulties. 

An individual well qualified in the field of public health in this 
country has at the present time many offers for employment, usually 
in rather attractive American communities. He has family responsi- 
bilities, children to educate; he has their general welfare to consider, 
the comfort of the home, and the rest. And if we offer an oppor- 
tunity, intriguing as it may be scientifically to him to work in, let us 
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say, the Helmand Valley of Afghanistan, we have a rather difficult 
convincing job to do. 

Mr. Macponatp. Are the salaries commensurate with the incon- 
venience involved? 

Dr. Hanon. I would say that it is pretty much six of one and a 
half a dozen of the other. Whether the position is in this country 
or in a foreign situation, the base salaries are more or less comparable. 

An individual in positions with us abroad, it is true, does have the 
opportunity to receive modest housing, and in some cases a modest 
cost-of-living allowance, if the cost of living in the country is sub- 
stantially more than it is in Washington, D. C., which is the base. 

a Macponatp. I cannot conceive of that being the case very 
oiten. 

Dr. Hanton. Most seriously I would say that one of the greatest 
things that could be done is to improve the living and working and 
compensation situations of the individuals who work abroad in the 
program. 

Mr. Hxsetton. Do you have a problem of keeping your personnel 
because of salary ranges? 

Dr. Hanton. There is no single answer to that, sir. The best 
I could do is to say that there are some individuals who are sincerely 
interested in service to their country and to humanity to the extent 
of taking an assignment for a certain period of their professional life, 
be it 2 years, 3 years, or 4 years. But they have geared their life’s 
attention essentially to United States domestic service. 

On the other hand, there is a growing group of individuals who see 
in this the opportunity for a long-range service to their country and 
humanity, working in the foreign field, a group in effect of international 
health career people, and they are tending to ask for reassignment of 
an assignment to some place other than that where they have been 
working. 

In connection with that group, we have been trying to develop some 
kind of program for such individuals because obviously, if an indi- 
vidual, despite the most. excellent background that he may have 
obtained with his training and experience in this country, if he works 
abroad for 5, 6, or 10 years, at some point he needs to have an oppor- 
tunity to become professionally refreshed, catch up to date with things 
he‘has been cut off from professionally back home. 

Mr. Husetton. Do you have in your program a rotation system 
which brings the personnel back here so that they can catch up with 
the situation and understand, if they ever can, what goes on in the 
minds:of Congressmen and other people? 

Dr. Hanton. That is partly what I had in mind, sir. 

As an example, the professional staff of the Public Health Division 
of ICA in Washington, has an average number of years of foreign 
e ience in this type of program of just under 6 years, on the philos- 
colts Alan the Washington backstopping of the people thousands of 
miles: off should be done by individuals who themselves have been in 
the position of having worked in the field. Only thus can they really 
understand the problems of the people in the field. 

In addition, while working in Washington, they have the oppor- 
tunity of being back in the United States, renewing their own cul- 
tural economic, social, and professional contacts. 

Mr. MacDona.p. As acting chairman I notice that this program 
has been moved around a bit. 

74991—56——_5 
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I would like to inquire of Dr. Anderson, who is scheduled next. 

Dr. ANpERSON. Arrangements have been made for Dr. Stokes to 
speak next on the general framework of the ICA program with which 
the Public Health Service cooperates. 

If that is agreeable, Dr. Stokes will be prepared to make that 
statement. 

Dr. Stoxes. Mr. Chairman, in trying to give you a quick back- 
ground picture of the ICA and its relationship to the public health 
program, I would like to begin with what perhaps is a truism, but 
nonetheless an inescapable fact of international life, and that is that 
the United States cannot maintain its security, or can maintain it 
only with great difficulty, if we are alone in our strength in a world 
which is completely characterized by economic weakness and political 
instability. 

And, eeccen, while this is all very familiar to you gentlemen, it 
is a beginning point for what I want to say, because it has developed 
as a basic tenet of the United States foreign policy that in our own 
national interest we must take steps to strengthen the economies of 
nations where the level of economic development is very low, and 
that we must take steps toward increasing the political stability of 
these countries. 

The interesting thing is that this in turn means assisting in eco- 
nomic development because there is no question but that there is a 
universal demand on the part of the undeveloped countries today, 
the people are saying, ‘‘We will have for ourselves and our children a 
better life than our predecessors had,” and unless we satisfy that 
demand, political instability will quite clearly follow. 

Therefore this policy has been developed by the United States 
Government as a part of its general foreign policy relationships to 
assist in the economic development of the countries along the various 
steps in the road toward economic maturity. 

The ICA is the agency of the Government which is entrusted with 
this particular program of United States foreign policy. In this 
problem of assisting in the economic development of an undeveloped 
country, there are two implications which are of particular interest, 
I think, to this committee and its present concerns here. 

In the first place, economic development has to be interpreted in a 
very broad and very varied sense. It is obvious that the economic 
development of a country can hardly be advanced if its populace is 

illiterate and lacking in skills which are necessary for an advanced 
economic level. 

Therefore, we have to raise the level of education, we have to 
increase vocational training. We have to do something about the 
health of the people. 

At first sight, the immediate connection between health activities, 
which are largely considered humanitarian, and the more cold-blooded 
approach of economic development may seem rather remote, but 
on this particular point I would like to read one paragraph of a state- 
ment which is being submitted for the record of the committee: 

Competent authorities have established that the economic loss from malaria 
alone in India, until very recently, at least, was not less than $224 million a year. 


Bilharzia! cost Egypt $57 million a year. A Philippine study, estimates that 
malaria and tuberculosis have, been costing the Philippines $650 million a year, , 





Known to us as “Schistosomiasis.” 
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In Thailand it is estimated that 15 million man-days are lost each year because 
of. malaria. One authority figured that the people of the United States pay a 
hidden 5-percent tax in what they pay for imports from malaria countries, an 
added cost due to disease affecting population. 

Therefore, the first implication—even granted that our part in the 
United States foreign policy is purely concerned with the development 
of the economic aspects of life in the countries where we work—is 
that we cannot fulfill this job without also improving education, health, 
and related aspects of the life of the country. 

The second implication, which grows out of our primary mission, is 
this fact: it is not possible to advance in a logical and effective way 
the economic development of a country unless there is integrated 
planning. 

In ok words, we cannot plan agriculture without respect to its 
impact on population or without respect to its impact on the industrial 
development of the country. 

So that the thing that I feel is most valuable to you gentlemen 
out of all of our operations in your present considerations is this fact 
ICA strives in all of its program planning and activities to arrive at 
an integrated program that is realistically tied to the economic stage 
of development of the country, and to what can be done most effec- 
tively to improve that economic stage in the foreseeable future. 

This insistence on integration of our programs takes at least three 
forms that I think will be of interest to you. 

One is that in the field organization itself of the ICA mission, the 
various technical aspects that enter into an integrated program are 
primarily under the control of the mission. Responsible to the 
director of the mission is a program officer who is responsible for the 
balance of the individual technical specialities in the overall program 
and for the integration of that program with the total economic situa- 
tion of the country. 

It is only after the level of the director with his integrating responsi- 
bilities, the program officer with his integrating responsibilities, that 
we come to the heads of the various technical groups in education, 
in health, in agriculture, and so on across the board. 

That is one of the manifestations of this emphasis on integrated 
programing. 

A second manifestation of this same concern perhaps shows itself 
in this way: We have, if I may oversimplify, we have two kinds of 
of programs; one of them we have called in general economic develop- 
ment assistance. This might be called the capital project, the con- 
struction of a dam, the Aswan Dam is a very good example—the con- 
struction of a fertilizer plant as in Korea, the construction of a window- 

lass factory in Formosa, based on the fact that Formosa was spending 
far too large a percentage of its available foreign currencies to get 
window-glass panes. 

So a small factory was built there. These were what might be 
called one-shot, massive pieces of aid which are contributing to the 
whole economic development of a country. 

These sometimes almost include, though not entirely, some health 
programs because, as Dr. Hyde has pointed out, a malaria eradication 
program must be done as a massive, more.or less complete job, or 
else it becomes dangerous in its long-run deffects. 

So that even in this field of economic development assistance, some 
health work has a bearing. 
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The other type of program which we have is what is generally 
called technical assistance. It used to be called point 4 programs. 
In that kind of approach, we try to assist the people in a given country 
to want to help themselves suka to show them how to help themselves. 
Here it is that a great part of our health activities find themselves. 
centered. But the point that is sginificant here is I feel, that these 
two programs, quite different in their content, quite different in the 
nature of their impact, quite different in their implementation, are 
handled by the same group of planners and the same group of imple- 
menters. 

In other words, we do not feel that we can approach the economic 
development of the country properly if we separate the massive capital 
projects from the technical assistance ones, and they all add up to 
an integrated attack on the economic development. of the country. 

The third way in which this insistence on integration manifests 
itself is the organization of the staff in Washington. 

f I may leave out for the moment the housekeeping activities 
important as they are, of personnel, the Comptroller’s office, Genera 
Counsel, and so on, the operating line in the Washington office of 
ICA is organized in two parallel groups. 

One of them is headed by the Deputy Director for Operations, and 
his outfit is organized geographically to correspond to that of the State 
Department. He has four major divisions under him—the Far East, 
Near East and Africa, Europe, and Latin America. 

In response to Mr. Heselton’s earlier inquiry on ITAA, it is, in fact, 
our Latin American division. 

Here you have one organization under the Deputy Director for 
Operations organized geographically. In these four major divisions 
there are desks organized corresponding to each of the countries in 
which we have programs. 

Parallel to that there is an organization under the Deputy Director 
for Technical Services which is organized functionally. I am the No. 
2 man, the Assistant Deputy Director for Technical Services, in this. 
branch. This is organized functionally. 

We have an office that deals with food and agriculture. We have 
an office that deals with industrial resources, an office that deals with 
transportation, an office that deals with labor affairs. 

Then we have a big area which deals with those things which most 
directly concern themselves with the public welfare and we call that 
group Public Services. It includes education, community develop- 
ment, public administration, and the Public Health Division headed 
by Dr. Hanlon. 

So when a program of foreign country X has been developed in 
that country with the cooperation of our representative mission, it 
comes to Washington. During the programing phase the primary 
responsibility rests with the Deputy chee for Operations and his 
geographic organization, 

he functional offices constantly participate in the development of 
the program. When the program has been definitely set forth and 
it comes time to go into action for its implementation, the direct re- 
sponsibility passes to the other group, the functional group, the Office 
of Technical Services, but here, too, it is merely a shifting of primary 
responsibility, not a transfer of complete responsibility. 











THE UNITED STATES AND INTERNATIONAL HEALTH 65 


So that, reflected in the organization in Washington in the way in 
which the programs are developed and implemented, there is always 
this basic concept that if we are to raise the economic level of a given 
country it must be as the result of an integrated planning and inte- 
grated program of action. 

In carrying out these various technical programs we follow the basic 
policy established for us of calling upon, to the greatest possible ex- 
tent, the resources of the other agencies of the Government. We have 
actual contractual relationships with the Department of Agriculture, 
the Department of Labor, with the Housing Administration, with the 
Department of Education, and more particularly here with the De- 
pertinent of Health, Education, and Welfare, to perform certain things 
or us. 

So that as I have tried to show you this unified attempt in our whole 
process, I have come out at the same point that Dr. Anderson pre- 
sented to you in his description of the specific contract between the 
ICA and the Public Health Service, DHEW. 

In conclusion, Mr. Chairman, I would like to return, if I may, for 
a moment, to Mr. Heselton’s question about the foreseeable end of 
our programs. In every specific program, in public health or in any 
other area, we insist that constant consideration be given to the point, 
how soon can we withdraw and leave this program in its entirety in 
the hands of the host country. 

In many of our programs we have already reached that point. 

The larger question, however, of at what point we can cease all 
assistance in health or any other field, is no longer a technical question. 

It becomes a question of foreign policy, of political relationships. 

We can say that at a given level this country, we think, can support 
itself, but the question of whether it is politically advisable or not 
politically advisable lies beyond our area of operation, or our 
prediction. 

Thank you. 

The CuarrMan. Thank you very much, Mr. Stokes. 

Are there any questions? 

It appears now that we shall not be able to conclude at this morn- 
ing’s session. It will be necessary, therefore, to hold an afternoon 
session beginning at 2 o’elock. 

Mr. Stokes, Mr. Heselton has some questions that he might wish 
to direct to you provided you will be here for the afternoon session. 

Mr. Stoxgs. I will arrange to be here at 2 o’clock. 

The CuarrMANn. Dr. Anderson, can you all be here for a 2 o’clock 
session. 

Dr. ANpERSON. I am sure we can. 

The CuarrMAN. We yet have to hear from Dr. Hanlon in his 
original presentation. He has participated in the discussion quite 
frequently during the past few days but has not had an opportunity 
to speak on his own except in response to questions. 

We will adjourn now until 2 o’clock this afternoon. 

(Whereupon, at 12:50 p. m., the subcommittee recessed, to re- 
convene at 2 p. m. of the same day.) 


AFTERNOON SESSION 


(The subcommittee reconvened at 2 p. m., pursuant to recess.) 

The Cuairman. The subcommittee will come to order. 

I think we will proceed now and hear your testimony, Dr. Hanlon. 
74991566 
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STATEMENT OF DR. JOHN J, HANLON, CHIEF, PUBLIC HEALTH 
DIVISION, OFFICE OF TECHNICAL SERVICES, ICA 


Dr. Hanon. Speaking, as I am, at the end of these sessions, and 
in view of the various pertineat questions which have been asked and 
discussed, it is probable that there will be some repetition or reiteration 
occurring in my statements, and for this I must ask your indulgence. 

There is a prepared statement in the material you have received 
entitled ‘“Technical Cooperation in Health.” That is in your hands, 
and reference has been made to it on several occasions this morning. 
(Appendix IV.) 

May I therefore, with your permission, address myself to its main 
points in a more or less informal manner, rather than to read the 
statement? 

Speaking first as an American, I have asked myself the question: 
What is technical assistance in health, and why is the United States 
Government involved in it? And it has seemed to me that the 
concept of technical assistance is really nothing new to Americans. 
It is a procedure which dates back to our very earliest days in this 
country. 

Many names have been given to it, and one of the best known and 
earliest and perhaps most descriptive is that of being the “good 
neighbor.’’ I have justified to myself what I am doing in my work, 
in the sense that it follows an old well-established American tradi- 
tion, which is followed even yet, in certain parts of this country in 
the form of barn raising or helping new folks who move into a terri- 
tory to get established, learn the ropes, and then let them go on 
their own. 

That does not involve and never has involved the people who had 
settled previously in the area digging the wells for the newcomers or 
actually building their houses for them, or plowing their fieldsfor 
them. Rather it consisted of helping them choose the right tools, 
teaching them how to use them, and the best way of plowing and 
building. In other words, passing on techniques which time had 
proven to others to be of value. And that to me is essentially what 
we are trying to do in our technical assistance programs in health, 
which are sponsored by the International Cooperation Administration. 

Dr. Hyde presented, briefly but succinctly, the tremendous backlog 
of preventable disease which exists throughout the world; and it 
would be most certainly repetitious for me to spend time upon that. 
Subsequently Dr. Stokes pointed out to the committee the intimate 
relationship between economic development, social development, 
polical stability, and other factors, in addition to the humanitarian, 
with activities that are carried on in the field of public health by the 
United States Government in relation to other nations of the free 
world. 

So there again, I shall not dwell on details of that. 

I am led to feel that it might be worthwhile to spend a few moments 
discussing the history and development of these programs. I rather 
sense that, understandably, there has arisen a good deal of confusion 
as a result of the many agencies which have existed and have only 
recently been consolidated to handle the programs. 
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Your attention is invited to a chart (chart 3), which briefly presents 
the history of the bilaterial health programs of the United States 
Government: The first part refers to a question which Mr. Heselton 
raised this morning, the position of the Institute of Inter-American 
affairs in this picture. It will be recalled how in the early days of 
the war the Japanese Imperial armies overran the southeast Asia 
countries and cut off to a very serious degree the supplies of certain 
fundamental materials to the Allies. Among these materials were 
certain that were important in the field of health, such as quinine. 
That is why it was necessary, referring to something Mr. Macdonald 
mentioned this morning, to carry out a very energetic search for 
substitues, such as atabrine and later others. 

Meanwhile some was needed for our forces who were called upon 
to fight in malarious areas. The only other possible sources was 
Latin America. 

Similarly, the sources of rubber, rotenone, hemp, and many other 
critical materials were cut off. And again, in most of those instances, 
the chief potential supply was in Latin America. 

Predominant among these, incidentally, was a certain type of 
quartz, which existed elsewhere only in Brazil. 

The CHatrman. Pardon me. Did you say “quartz’’? 

Dr. Hanton. Quartz. And if that supply could not have been ob- 
tained, we would not have been in a position to develop certain instru- 
ments which played such an important role in the war. 

As a result, there was a meeting, as I am sure you recall, of the 
foreign ministers of the Western eadanhure nations, held in Rio de 
Janiero in 1942. And at that meeting this plan of joint action was 


discussed, and there was established by the United States Govern- 
ment, at the request of all the foreign ministers, the “Office of the 


” 


Coordinator of Inter-American Affairs,”” which was headed up by 
Mr. Nelson Rockefeller, as the Coordinator. 

The administrative or international relationship that was worked 
out, then, was one of cooperative programs based on international 
agreements, each one of which made it possible to develop joint 
cooperative programs in various important fields. To implement 
this there was then set up in the Executive Office of the President, 
a corporation, the Institute of Inter-American Affairs. 

The programs then went forward as cooperative programs, jointly 
sponsored, planned, financed, and administered by what became 
known as the host government and the Government of the United 
States, acting through the Institute of Inter-American Affairs. 

The initial purpose then was to establish a catalyst to get things 
started, to make it possible to get at some of the natural resources 
that were sorely needed, recognizing that the only way that it could 
be done was to carry on developmental projects in other fields. 

It is interesting that the first project of any sort in any country 
in any field was the public health cooperative project in Ecuador, 
in March 1942. 

Incidentally, another activity of significance not shown on this chart 
began elsewhere. The Public Health Service, in 1944, was requested 
to assist the Government of Liberia in the improvement of its public 
health organization and services, and a special mission was sent by 
the Public Health Service to Liberia to carry forth this activity. 

As time went on, a number of other events took place in rather 
rapid succession. The war was won by the Allies, and the Marshall 
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plan was set up to assist war-torn areas essentially in Europe, but also 
to some degree in the Far East. It operated first through the Eco- 
nomic Cooperation Administration and later through the Mutual 
Security Administration. Also, at the termination of the war the 
soaune of Inter-American Affairs was transferred to the Department 
of State. 

Following this, the point 4 concept was developed, and there was 
established in 1950 the Technical Cooperation Administration in the 
State Department. When the TCA was organized, there were brought 
into it the Institute of Inter-American Affairs, and the Liberian health 
program, which has been carried on exclusively by the Public Health 
Service. In addition, programs were initiated in a number of other 
countries, especially in Southern Asia and the Near East. 

As far as health was concerned, these were planned and staffed by 
the Public Health Service, which was asked by the Director of Mutual 
Security to accept the task. 

When the Foreign Operations Administration was organized, in 
1953, all of these—MSA, ITAA, and TCA—were brought together. 
Finally, by act of Congress, in 1955 this became the International 
Cooperation Administration, back in the Department of State. 

I thought that perhaps for the record it might be well to outline 
those particular developmental events and organizations. 

The CuarrMan. That outline is very helpful, particularly the 
changes into and out of. Sometimes it is a little difficult to keep up 
with all of these initials of various agencies and administrations under 
which this and other programs have been administered. I think 
that explanation you have given is very helpful. 

Dr. Hanton. If I may now address myself very briefly to the 
question of where we are working: On a map of the world (charts) 
there are shown altogether 60 countries outlined in black. Those 
are the countries in which the International Cooperation Adminis- 
tration is active. However, in the public health field we are active 
in only 41 of them. The reason is that there are some of these 
countries which do not need technical assistance in the field of public 
health, so it would be needless and presumptuous of us to offer it. 

As you may see, and referring back to a map which Dr. Hyde 
showed yesterday, a map of the world with the broad red band 
showing that the bulk of the problems are in the tropical and sub- 
tropical zones, you will see that our programs are concentrated 
essentially in those areas. Also it is seen that each country’s health 
program began at a different period, depending upon the history 
previously outlined. 

As to what we are doing: Our philosophy is that the best thing 
we can do is to staff these technical assistance missions with the best 
possible individuals, scientists, professional people obtainable, and on 
doing that, to have confidence in them and in their abilities, and recog- 
nize that they are closest to the problems and in the best positions 
to analyze and determine the details of what should be done. 

Beyond that, of course, we who are assigned to the International 
Cooperation Administration, in conjunction with our professional 
brothers in the Division of International Health of the Public Health 
Service, have a real responsibility for giving overall direction, super- 
vision, backstopping, assistance in any way, and evaluation of what 
is occurring. ‘That is done by all the methods one ordinarily uses 
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for that yoryres by correspondence, by occasional field visits, by 
occasional consultations in Washington, whether special or in con- 
junction with home leave, by sending out special consultants or 
evaluation teams, and as mentioned previously, by regional meetings 
of top staff members which are held about once every 2 years in each 
region. 

The Cuarrman. Doctor, if I may interrupt at that point, did I 
understand you earlier to say that insofar as health is concerned, and 
insofar as health problems are concerned, you were working with 42 
nations? 

Dr. Hanon. Forty-one, sir, at the moment. 

The CuarrMan. Thank you, sir. I just wanted that number to 
be clear in my mind in looking at the Soin here on the number of 
countries in which there are the various programs. 

Dr. Hanton. You will see, therefore, in terms of what has been 
said, that there is no standard pattern. We recognize, all of us, I 
am sure, that there is no single pattern that can apply exactly to 
every situation. We would rather let the competent people we have 
assigned abroad determine this. 

evertheless, there are certain types of activities that do stand out. 
They do not occur in every instance, but they tend to be engaged in 
commonly. These are shown in chart 6. 

I think the significant thing to note is that there are four areas 
that are of particular importance, those relating to the control of com- 
municable disease, and in a very real sense environmental sanitation 
is part of that; the consultation services, on a high level, a national 
level, or provincial or state level, depending upon the nature of the 
host government’s organization; and, very important, training and 
education. We feel that in the final analysis the most important 
thing we can do is in this area of training and education. This is 
because, in the final analysis it is only through this that the indi- 
viduals, the citizens of these countries, are going to be able eventually 
to carry on for themselves. 

The Cuarrman. Doctor, do you find a very high degree of coopera- 
tion in that area of your program? 

Dr. Hanton. Very much, sir. As was indicated this morning, we 
cannot begin to fill the expressed desires in this area. 

We try to substitute for the inability to provide training for all 
those who need and want training by doing this other thing we 
mentioned this morning, as a result of Mr. Macdonald’s question; for 
example, trying to develop training centers and training schools in 
regional centers and within countries, so that they will carry on them- 
selves and eventually provide training for their own people. 

The question may be asked: On what basis are we here in Wash- 
ington supervising the personnel in a country, evaluating what they 
do, assisting them in any way we can? What is the basis on which 
the content of the programs is determined? 

While, as I indicated, there is no standard pattern, we have devel- 
oped a priority system, based upon a great deal of careful consid- 
eration and discussion. These grew out of some meetings that were 
held—and I think this may partially answer another question that 
was asked previously about cooperative activities between agencies— 
meetings which were held cooperatively between those of us working 
within FOA (now ICA), the Division of International Health of the 
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Public Health Service, and the Children’s Bureau. We set down the 
criteria which should determine whether a certain type of activity 
should be carried out. Is it technically feasible? Is it practical 
financially? Is it administratively feasible? Is it culturally accept- 
able? Is the host country apt to be receptive to it? Will the host 
country be able to take it over and keep it going? How many people 
will be benefited? And so on. This document (app. V), copies of 
which have been provided to you, gives general guidance to our public 
health field missions. 

A great deal more could be said about what we do. Included in 
some material provided to the committee is one issue of a monthly 
report, which we get out in the International Cooperation Adminis- 
tration. You might be interested in the technique used, and if you 
are interested in further details of the kinds of programs carried on, I 
think that a scanning cf that report would give a rather good picture 
of the nature of the problems and activities. 

We provide each mission with stencils, and each month they make 
out a two-page—it cannot be over a two-page—monthly report. 

The stencils are sent in to Washington, we run them, and int he 
matter of a very short time they receive back a monthly report 
including not only their own but that of all countries with which we 
are working. 

May I say one more word about training? There has been evidence 
of real interest in the committee on the subject of training. 

It is interesting and significant to see what comes of some of the 
people who have been trained. The people who were trained, while 
they were mature for the training they received in the United States, 
tended to be young professional people. They now are the cream that 
is rising to the top of the bottle. And it is interesting to note the 
increasing frequency, with which, in these countries with whom we 
have been working, the ministers and directors of health tend to be 
individuals who have been related in some way, through training or 
project work or some way, with our bilateral health programs. 

Indeed, it is very interesting to note that the Director General of 
the World Health Organization and his deputy both have in their 
backgrounds association with our program. ‘The same is true of 
many of the top officials in the Pan American Sanitary Organization. 

I think that that in the long run is where this will pay off the most. 
We have aided in the development of a large group of fine, well- 
qualified professional leaders. 

With regard to training, also, may [ tell a little story, in connection 
with an observation which Mr. Macdonald made this morning? 
You will recall he referred to his satisfaction at seeing that there 
were some members of the Negro race in the mission. The first 
person requested and sent in connection with the program to help 
the Indonesian mission was a professor of pharmacology. I would 
guess that perhaps you met Dr. Burbridge, Mr. Macdonald. And 
may I say that the presence of this fine, dignified, and effective young 
Negro, alone, accomplished very much to allay the misunderstandings 
that the Indonesian people had as a result of all the insidious informa- 
tion they were actively being fed by Communist interests. 

Mr. Macpona.p. On that very point, sir, if I could just interrupt 
and go along with your thought: There is a Dr. Poindexter in Saigon, 
and because we stayed in Saigon for quite a few days I got to see at 
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firsthand just how revered Dr. Poindexter was among the people of 
all colors there in that very important country of Southern Vietnam, 
and the tremendous impact that the Communist propaganda has 
had out there—and I think in all fairness we will have to say that 
it has had a good deal of success, especially in these countries where 
the people have been somewhat exploited—is in my opinion very 
much alleviated when they see our American democracy working 
and see such a man as that heading up our entire program out there, 
in the public health field, as Dr. Poindexter does, in Vietnam. It isa 
tremendous thing, and the more of it, in my humble opinion, the 
better off we will all be. 

Dr. Hanton. Thank you. 

If I may speak a moment about special activities we are called 
upon todo. ‘The activities I have referred to briefly so far are more 
or less routine planned activities. The world being what it is, how- 
ever, one never knows what to expect next. As a result, in terms of 
giving technical assistance, we are occasionally called upon to meet 
certain dire emergencies. Thus the Public Health Division has been 
intimately involved in many of these. They have been, some of 
them, of real significance. 

Mention was made in passing, yesterday, of the disastrous floods in 
Pakistan, and the manner in which, following receipt of a cable one 
day in the State Department, a meeting was called between State 
and ICA, and then expanded to bring in the Public Health Service, 
the Air Force, and other agencies. All combined to bring about 
the result that within a matter of 48 hours needed medical supplies 
and personnel were landing in Pakistan. 

Another interesting incident occurred just last month. We re- 
ceived notice of a very serious outbreak of infectious hepatitis in and 
around New Delhi, India. The cable came in at noon on Saturday, 
saying that the Minister of Health of India had personally asked 
the United States Ambassador if the United States could assist India 
in this emergency by providing gamma globulin, which is the only 
known method at this time of stopping the spread of the disease. 

Again, by the end of that day, we had located the available stocks, 
made arrangement for their purchase at low cost, made arrangements 
for their transport, and all the rest. The material did get out to 
India, and official high thanks have been extended to the people of 
the United States for having provided a supply of gamma globulin. 

There are many instances of that sort that one could mention. Our 
activities in connection with an epidemic of influenza in Hungary 2 

ears ago resulted in the first free open statement of appreciation that 
had come from that country to the United States since it passed be- 
hind the Iron Curtain; stating, as I remember the words, that they 
regarded this obviously humanitarian gesture on the part of the people 
of the United States in highest esteem—and that from a country 
behind the Iron Curtain. 

A few words as to how we carry out our activities: Again, the 
method must be shaped to the situation. Technical assistance may 
be carried out in terms of strictly high-level consultation and advice, 
which was the case at first in India, where the Public Health repre- 
sentative, in the mission, Dr. Estella Ford Warner, a long-term officer 
in the regular commissioned corps of the Public Health Service, and I 
believe the first woman officer in the Public Health Service, was the 
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head of the ICA health program there. She served in the capacity 
of high-level consultant and adviser to the Ministry of Health, and was 
actually also made a member of the staff of the Ministry of Health. 

Beyond that, assistance may be given in the same vein, but on all 
levels of government—National, State, Provincial, or local. 

In addition, the assistance may take the form of what we might 
call action programs. All of these are related to the development of 
self-sufficiency in the field of public health by the host country. Such 
action programs may take the form of a joint fund setup, a coopera- 
tive service, or, in Latin America, well known as the “servicio,’’ which 
is a joint cooperative structure within the host country’s Ministry of 
Health, and which carries out specific projects, such as development 
of health centers, subprofessional training, disease control activities, 
or whatever. The action programs may sometimes take the form of 
the acceptance of responsibility for completion of a specific cireum- 
scribed job. A country may have the funds, for example, to build a 
hospital, but not the know-how with regard to hospital architecture. 
So we may agree to do that specific job for them, the hospital design. 
Still another approach may be in the form of a contract with a uni- 
versity, with a construction company, or whatever is needed. 

Financing is always an interesting subject. The basis of our pro- 
grams in our dealings with host countries is that the financing should 
be joint. It must be joint. And again, there is no standard pattern 
that can be applied; the principle being in terms of the general state- 
ment that the host country must bear its fair share, in terms of its 
present economy and ultimate potential. 

Some approach, unwritten, nevertheless in existence, has been made 
to the development of the formula idea, with which you gentlemen 
are all intimately familiar in connection with grants to States. 

It is impossible for us, under the circumstances, to pin a formula 
down abroad as is possible in our domestic scheme. Nevertheless, the 
determination of the amount of funds which is provided in a country 
by the United States to its programs takes into consideration such 
factors as population, the types and extents of problems, the develop- 
mental potential of the country, the trade potential of the country, 
the geography, very importantly certain foreign policy considerations, 
and sometimes the question of land use. There I am referring for ex- 
ample to the case of Libya, where we have an obligation to the Govern- 
ment of Libya in return for their providing the land for the Wheelus 
Airbase. 

As to amount—what this costs. The figure has been mentioned by 
the chairman this morning of $20 million for technical assistance and 
an additional $20 million for developmental assistance. Those are 
the approximate figures as they exist now. 

The CHarrMAN. Doctor, may I interrupt just at that point? That 
is for the current fiscal-year operation, is it not? 

Dr. HANton. Yes, sir. 

The CuarrMan. I perhaps should recall this figure, but I do not, and 
I wonder if you can recall what the Bureau of the Budget recommends 
insofar as fiscal 1957 is concerned. Do you have that figure? 

Dr. Hanton. Sir, to my knowledge they have not recommended a 
figure specifically for health. They have made a recommendation 
for the entire program. 
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The CuHarrMAN. The entire program. Now, as to the figure for 
the health activities after a lump-sum appropriation is made, how is 
the allocation to this particular activity made? 

Dr. Hanton. That determination is made, sir, at the highest :level 
of the organization. Mr. Hollister, the Director, in conjunction with 
the Deputy Director for Operations, who depends upon the advice of 
all of his desk people, and the Deputy Director for Technical Services, 
jo ne depends on the various technical offices, of which we are one, for 
advice. 

The CHairMan. I presume in a program as varied as this whole 
broad program is, it would hardly be wise to attempt by legislation, 
even in an appropriation bill, to establish formulas and earmark funds 
specifically. And there has to be some elasticity there to meet situa- 
tions, contingencies, which we may not know of at the time. 

Dr. Hanton. That would be my opinion, sir. 

The CuarrMan. Pardon me for interrupting. 

Did you want to ask a question along that line, Mr. Macdonald? 

Mr. Macpona.p. It is something along those lines. 

I was wondering, in ordering the equipment for which our funds are 
used, who orders medical equipment for a hospital such as you have 
mentioned, say, in Saigon. Who orders the equipment? 

Dr. Hanton. If the equipment is being ordered in relation to a 
program that we are specifically responsible for, or have accepted 
some responsibility for and have provided the funds for, the equipment 
may be ordered in one of several ways. In the Latin American area, 
which is a somewhat separate case, based on the past history of the 
development of the I[AA, the material is ordered direct from the 
country. 

Mr. Macpona.p. I do not quite follow that. 

Dr. Hanton. Our cooperative program in, let us say, Peru, has a 
cooperative health service set up, and it has funds set aside. They are 
joint funds. Part of them are the United States funds allocated to 
Peru for the support of the health program, and the other part of it, 
the larger part of it, are Peruvian funds put into the same account. 
From that account the equipment and material is ordered directly 
from Peru, in contrast to the situation in certain other countries, most 
of the Far Eastern and Near East, Africa, and Asian programs, where 
the funds are kept here and requests are made from the country to 
Washington and reviewed by the country desk and by the Public 
Health Division. We have a procurement office in the Public Health 
Division of ICA. It is reviewed there. Any questions that are perti- 
nent are raised with the mission. And then the GSA is asked to invite 
and ultimately let bids, on the material and equipment. 

Mr. Macponaup. I do not mean to sound critical at all, and, as 
you know, I am in complete sympathy with what is being done, and I 
approve of it very highly. But when we were out in the Far East, on 
several occasions, we had small examples, we discovered small ex- 
amples, that seemed to me to indicate that perhaps we could shore up 
our buying policies. For a concrete example, in Saigon they ordered 
some X-ray machines, which were going to operate on a certain volt- 
age, I think 220 volts. And when it got out there, they found out that 
the voltage was not the same at all times as they had anticipated when 
they ordered it, and therefore the X-ray machines were just sitting 
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there. And of course, it would not be worthwhile to ship them all 
the way back, and so forth. 

But I am saying as pleasantly as I can that from what I saw out in 
Southeast Asia, I think it can be shored up a bit as far as our purchas- 
ing policies are concerned. 

‘Dr. Hanton. My personal reaction, sir, is that it tends to work 
better from the standpoint of the real needs of the people who are on 
the spot if they have the ability to order directly, as in the case of the 
Latin American programs. 

Is there any further question on that? 

Mr. Macponap. No, sir. I would be happy to hear your comments 
about it, but I do not have any question about it. 

Dr. Hanton. Well, we do very frankly, sir, run into occasional diffi- 
culties of that sort. I think that it is inevitable in trying to supply 
materials over a long distance. 

We do our best to avoid such circumstances. 

The CHarrman. Will the gentleman from Massachusetts yield? 
I am interested in that, and I ask, in all friendliness, because we are 
all interested in the program: In the case of the X-ray machines, did 
the gentleman have an opportunity to determine whether the error in 
considering the voltage required was made at the ordering point, or 
where the equipment was brought, or if there was an error either way? 

Mr. Macponacp. I am not sure I could designate it as an error. I 
used it as a specific example, because from what I observed, orders are 
placed perhaps, but equipment comes out sometimes that cannot be 
used under the conditions actually prevailing in the particular country. 
And that is why I raised the point. 

Dr. Hanon. Through our procurement office in the Public Health 
Division of ICA, we attempt in some cases, if it is felt that a given 
piece of equipment that has been requested may not be as good as 
some other, to suggest a substitute. This is based on the fact that 
we are closer to the sources of information and supply, perhaps, 
know about a new product. Our responsibility, then, is not simply to 
go ahead and order the other piece of equipment. Our responsibility, 
which we follow, is to cable back to the field, setting out the difference 
and asking what they wish done. 

As I say, occasionally it is conceivable that there may be a slipup 
in that system. However, even in such situations, since we are active 
in a number of places, it is possible, in such an example as you used, 
to find a nearby program in another country which has a need and a 
use for the same material or equipment. 

Your observation, Mr. Macdonald, that our procurement policies 
need “shoring up,” is appreciated. We are mindful of mistakes that 
occur. On the example given of the Saigon X-ray equipment—we are 
looking for more facts—but we know the problem: almost exactly 
halfway round the world, the problem of language, of the pressures 
of war in this area have all conspired to make errors. The most 
important contribution to the solution of this problem has been the 
development of a public health administrative type person, which for 
2 years we did not have in Saigon. Now many of our programs have 
as staff members trained administrative assistants and they have 
greatly reduced the problems due to these administrative errors. 
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An important aspect of the financing is what has occurred with 
regard to financial takeover by these countries. It is a very real 
thing, and there are two charts that I would like to refer to briefly, 
which indicate this. 

It is noticeable, particularly in the Latin American area, simply by 
virtue of the fact that the program has gone on long enough for it to 
have taken hold and for the nationals of those countries to have taken 
hold of it. In this chart (chart 7), you will notice that at the begin- 
ning of the bilateral health programs in Latin America the major 
share of the cooperative activities were financed by our Government, 
through the Institute of Inter-American Affairs. This was, as I 
pointed out, an emergency program, so that we could improve the 
health conditions in certain areas to make certain natural resources 
accessible. 

Then, as these were continued, at the request of these various 
governments, it was possible to reduce the United States contribu- 
tions, while at the same time the contributions or appropriations of the 
host government to the meeting of their own health problems rose 
spectacularly. 

This is indicated perhaps even more dramatically in the case of one 
of our largest programs, that of Brazil (chart 8). Where the left of 
each pair of columns indicates United States appropriations and the 
right column the Brazilian appropriations. Note that in a relatively 
short time, by helping them get started, they were able to take over 
the major maintenance and continuing functions that we helped them 
with initially. 

The CuarrMan. Doctor, do you have, or could you have supplied, 
small black-and-white reproductions of the last chart you have there, 
for the record? 

Dr. Hanton. We would be very happy to, sir. 

The CuairMaNn. That to me is rather impressive. It singles out 
only one country, it is true, but the other chart I think is just as 
spectacular. That applies to all Latin American countries? 

Dr. Hanton. This applies to all Latin American countries. 

The CuarrMAN. Maybe if we use one, perhaps, that would be a 
more graphic illustration for the record than the other one. If 
possible, supply us with both of them. Then I will attempt to decide 
which one, if we do not include both, we are to place in the record. 

(The charts referred to appear on pp. 79 and 80.) 

Dr. Hanton. I cannot resist the temptation to emphasize a certain 
aspect of the financing of these programs, in terms of what they are 
trying to accomplish and I feel have been accomplishing. This is 
the fact that the combined sum of money, both for technical assist- 
ance in health and for developmental assistance in health, if prorated 
among the citizens of the United States, would amount to a pack 
of cigarettes per person. ah Ors 

Perhaps, sir, I had best stop there and invite questions. 

The CuarrMAN. Doctor, you have given us a very fine and connected 
and detailed explanation of this operation, along with all of the others 
who have also given such explanations and answered questions I 
think quite satisfactorily. I think the subcommittee, and therefore 
the entire committee, will benefit a great deal from the information 
we have obtained in these hearings. It is something that I think we 
need. We had not had an opportunity in the last few years to be 
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CHART 7 
U.S. AND HOST COUNTRY CONTRIBUTIONS TO TECHNICAL 
COOPERATION HEALTH PROGRAMS IN LATIN AMERICA 


IN MILLIONS OF DOLLARS 
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CHART 8 


U.S.- BRAZIL COOPERATIVE 
HEALTH PROGRAM 


Millions of Dollars 
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brought up to date on it, and it is important, I think, that this com- 
mittee, responsible for all substantive legislation affecting the Public 
Health Service in particular, know just exactly what the broad 
aspect of this operation abroad is, and to be able to answer questions 
concerning it. 

I feel that the overall picture has been exceedingly well presented 
by all of you. I think the specific details, in response to questions, 
have been filled in. JI have no further questions, no further specific 
questions, at this time. I will state that the record will be kept 
open for some days in order to permit information to be supplied to 
the committee, that has been requested. 

It has been the case that on several occasions members of the 
committee have asked for specific information. The record will 
be held open to receive that specific information and any other brief 
information that on your own, Dr. Anderson, you might feel would 
be necessary to complete any one phase of this picture. 

The subcommittee is very deeply grateful to all of you for making 
such adeguate preparation for this hearing. All of the prepared 
statements and other exhibits indicate a very thorough preparat’on 
on the part of each and every one of you, and for that we are grateful. 

If there are no further questions, the committee will stand ad- 
jourred. 

(Whereupon, at 3:05 p. m., the hearing was adjourned.) 
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APPENDIXES 


AppENDIx I (a) 


Health personnel abroad in ICA missions, Dec. 31, 1955 


PHS—Commissioned officers of the Public Health Service. 
PHS R—Commissioned officers of the Public Health Service Reserve. 


OVS—Oflfice of Vital Statistics. 
Name 


AFCHANISTAN 


De Groot, Leslie J., M. D. (PHS) 


Feldhake, Clarence J. (PHS)--.-...-.--- 


BOLIVIA 


Adams, George. M. D. (PHS)-.-.------- 


Chattey. fn (PHSR)..- 
Haratani, Joseph 


Luvisi, Mary t. (PHSR)-.- ee 


McClung, Holden B- 

MeNamara, John H.--- 

Rich, Linvil C- 

Russo, Gloria (PHSR). 

Scholes, Robert T., M. D. (PHSR).. 


BRAZIL 


Jenney, E. Ross, M. D. _— 
Albold, Margaret (PHSR)- - 
Babbitt, Harold E. 

Byers, Lamar, M. D. (PHSR)- 
Cowherd, George---- ---- 

Cox, Charles _--. 

Frankel, John M. (PHSR).- 
Fraser, Verna B. (PHSR). 
Goedert, Lucy Mae w=" 


Jahbine, ‘Thomas i 
Kastrup, Mathilde _- 


Lennington, Beatrice Gd. ee 


Loder, Edward S$ 
Lowenstein, Frank W., M. D. 
Oberg, Kalervo-. 


Rahm, Evelyn (PHS)....-.......-......- 


Storlazzi. Mario 


Thompson, Thomas C.__........----.--- 


Van Zant, Helen_- 
Wagner, Edmund G 
Wharton, James (PHS) 
Wieters, Alfred H. (PHS) 
Winters, Kenneth 


CAMBODIA 
Burgess, John H. (PHSR) 
CHILE 
Riley, Philip 
Baird, Eugene 
Koeneman, Edgar 
Morse, John W 
Turley, E. Dean 
Regional 
Kain, Catherine 
COLOMBIA 
Rogier, Jean F., M. D 


Edgett, James 
Kranaskas, Anthony J 


82 





Arrival at post 


June 4, 1955 
June 14, 1955__..-- 


November 16, 1955. __- 


August 25, 1955_- ._- 


May 22, 1955......--- 


July 4, 1954........-.-. 


June 8, 1955- 


September 17, 1954__- 


June 2, 1955. ..-.- 
March om 1954 


February 21, 1954____- 
December 17, 1954___- 
August 24, 1955. 


October 23. 1954... 


“March 8, 1945. - 


‘En route to post_ 


Oct. 19, 1955 


Health physician. 
Deputy Public Health adviser. 


Chief of Division. 
aT. engineer. 


0. 
Public Health nurse. 

Industrial hygiene engineer 
Business manager. 

Sanitary inspector training specialist. 
Health education adviser. 

Medical officer. 


Chief of Division. 

Public Health Nurse. 
Educator (sanitary engineer). 
Medical officer. 

— engineer. 


Dental officer. 

Psychiatrie nursing adviser. 
Public Health nurse. 
Health education adviser. 
Analytical statistician. 
Administrative assistant. 
Public Health nurse. 
Business manager. 
Nutrition specialist. 
Anthropologist. 

Health education adviser. 
Industrial hygiene adviser. 
Mechanical and electrical engineer. 
Bacteriologist. 

Associate Chief of Division. 
Epidemiologist. 

Sanitary engineer. 

Hospital administrator. 


Sanitary engineer. 


Acting Chief of Division. 
Sanitarian. 

Well drilling adviser. 
Analytical statistician. 
Business manager. 


Public Health nursing adviser. 


Chief of Division. 

Public Health veterinarian. 

Associate Chief of Division—sanitary 
engineer. 
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Health personnel abroad in ICA missions, Dec. 31, 1955—Continued 


Name 





COLOMBIA—continued 


et TN ian i necineannnun ie 
McLoughlin, Joseph H...........-...-.. 
Oe Oe i |) Tea 
eS SS ee ee 
Obert, Anna M 
FRG: TET wan tstbdinteesacctcsceass 


COSTA RICA 


Wie Cs Fics an ne bn tccneex 
Grego, Albert 
RN  , - ? ei e 
Py BE iis bitin ctncecawcnannentie 
Sprague, Eleanor M. (PHSR)-..-.---- Santee 


DOMINICAN REPUBLIC 
eae eee 
ECUADOR 


Cabawek, James Do. sscncnke ceiccocepes- 
inven: Pames Case a scone 
Grimmer, Herman Van.-----.-.-..----- 
i SERN Oe SI ono chan s asescse+nc ee 
Moit, Ne id 4c pons eeet ween se< 
Nickerson, Sue E...- 
Salley, Ryan Bruce (PHSR)...- 
Schrieber, Florence B- : 


EGYPT 


Donovan, ane M. D. Caer? Ee | 


eS SP ee 
Berry, ‘elmer G. (PHS)... Ria eet ‘ 
Dahl, "Arve H. (PHSR)- oleae canis 


Fillion, Carrie D. (PHSR)- We ee 
Hewell, Barbara, M. D. -_-.--. poate cadle 
Ransdell, Grace ---- -- PER Sea des sah 
Shannon, Robert---------.---- 
NS 3 Re ea Se 


EL SALVADOR 


de Mello, Lopo, M. 

Brandon, Scott W. PHSR) 

Fisher, Anna M......- * 
Giese aeeeee B-5 2 .-.-------.. 
Locke, John -.-- 
ee IND Beas. G6. ao. n.ao se ee 


yp A) eee i PRS RE © 


ETHIOPIA 


Curtis, Arthur C., M. D. (PHSR)------ 
Anderson, Mabel W. (PHS R)-_-...--__--- 
Burt, Marguerite L. (PHSR)--.-.------ 


Darcy, Ruth F. (PHSR)-.-........-_-- 
Hackett, Joseph J. (PHS)-_-._........-- 
Lane, Joun BE. (Pf aem)-................ 
I I cok eccbkiancgpeoousks 
IN EI dalek ap dinsincpecns one 
Rice, Paul ree 
Thoman, John R. (PHS)-_. 
Webb, Arthur H. (PHSR) 


FRANCE 


Van der Slice, M. D. (PHSR)-__-.___- i 
CU ee. 


GUATEMALA 


Co 
Boy 
Boyle, San (PHSR) 
Cramer, Bernice_....... 
Gibson, Harland. -_ 
‘Gordon, Phoebe-.--_- 
Ea ae 
Monlux, Irma (PHS) 
Nelson, Conrad K 





Arrival at post 


September 23, 1954_. 
December 1955----- -- 


“September 27, 1954. _- 


July 2, 1955_...- 


| November 29, 1955__- 


June 20, 1954. as 
April 9, 1954___ 


January 7, Pa 


May 29, 1954 


February 18, 
August 19, 1954... 


“August 24, 1955... 


January 13, 1954_.__._- 
May 9, 1954. ........-- 
January 6, —... 


December 30, 1955_-- 
July 19, 1955.........-. 
June 8, 1955_- 
May 13, 1954. 


September 6, nee s . 
September 6, 1955_-_-_- 
February 2, 1954_ ____- 
Aprils S, Wee elecwedecnes 





| November 4, 1955_-- 
1954_...- 


Position 


Sanitary engineer. 

Business manager. 
Architect. 

Nursing adviser. 

Health educator. 

Industrial hygiene engineer. 


Chief of Division. 

Sanitary inspection specialist. 
Business manager. 

Architect. 

Dietitian. 


Nursing education adviser. 


Chief of Division. 

Well drilling specialist. 
Hospital administrator. 
Nursing education adviser. 
Business manager. 
Nursing officer. 

Sanitary engineer. 

Nursing officer. 


Chief of Division. 

Sanitary engineer. 
Malacologist. 

Chief sanitary engineer. 
Public Health nurse adviser. 
M & CH physician. 

Nursing adviser in M & CH 
Public Health representative. 
Assistant malacologist. 





Chief of Division. 

Sanitary engineer. 

Public Health nurse educator. 
Laboratory technician. 
Hospital administrator. 
Business manager. 

Public Health nurse. 


Chief of Division. 

Public Health educator. 

Director of Nursing, health training 
school. 

Nursing education adviser. 

Pharmacist-medical supply adviser. 

Medical entomologist adviser. 

Nurse educator. 

Parasitologist. 

Senior entomologist. 

Sanitary engineer. 

Laboratory director. 


Medical education specialist, 
Project assistant. 


Chief of Division. 
Chief nurse. 
Nurse educator. 
Maternity nurse. 
Hospital administrator. 
Hospital personnel adviser. 
Procurement officer. 
Nurse adviser. 
* Business manager. 
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Health personnel abroad in ICA missions, Dec. 31, 1955—Continued 


Name 


HAITI 


Blanks, Charles P., 
Brignac, Henry V-_-- 
Feier, Milton-- 

P rindle, Richard A., M 
Smith, Arland R 


HONDURAS 


Fox, Paul § 
Morgan, Virginia 
Ineichen, George M. 


INDIA 
(PHSR)...- 


(es 
(PHS) | 


Hume, John C., M 
Anderson, Elmer J. 
Bischoff, Lillian M. 
Carpenter, Chester J _- 
Erickson, Frederick (PHSR) 
Hopkins, Omar C. (PHS)---- 
Johnson, Dorothy E-. 
Kendall, Katherine W. (PHSR).. 
Largent, Edward J. (PHSR) 
Smetana, Hans, M 





(PHSR) 
SPEND A ssneeieiminte 





Dennis, Joseph M. 
Aldridge, Frederick F. 
INDONESIA 
Freckleton, F. F . D. (PHSR).- 
Amluxen, ee we rc 
Carr, Jesse L., D. (C) 
Churech-A fleldt, MGilbe rt tc )} 
Cazort. Ralph J., M. D. (PHSR) 
Crandell, Eerbert 
Tex’ ei er, Parriet G. 
Finn, J.? o.otty (C) ! 
Kaye, Sadie 8S. (C) ! 
Knudson, Art’ ur, M. 
Kraus, Alfred, M. 1D. 
Kraus, Lorraine (C) ! 
Laird. Raymond (PHSR 
I owry, Walter ee ated 
Reinhardt, W. O., M. D. (C)! 
Rodrigues, John S., Jr. (C) ! 
Schultz, Edwin W., M. D. (C) ! 
St erwood, Noble P., M. D. 
Stone, Gordon E,. (PHS) --- 


(PHS) ._-- 


SRT 
(C)! 


IRAN 


Cherry, Robert L., M. D. (PHS) 
Knight, Alfred P., M. D. 

Bakhtiar, Helen J. (PHSR) 

Pates, Ralyh i) es 

Berk, Herbert M 

Brewer, Richard- 

Browning, soe r: M. TD. (PHSR) 
Cady, lee D., D. (PHSR) 

Ca: pbell, Patrick B., M. D. (P HSR).. 


Chuck, H. 
Agnes H. (PHSR) 


rene 
Finnell, (C) 
Harold S., M. D. (PHSR)-| 


Seiad 
avid (P HSR). . 


Grayson, 
Hagar, Major C- 

Haglund, Elizabeth J. (PH S).. 
Hee, Rose K. I. (PHSR) 
Julien, Juliette M. (PHSR) 
Kellogg, Roba) O. (PHSR 
Loewas, Meral J. (PHSR) 
McDowell, Join W. (PHSR)-.-...-..-.-- 


) (extended) - 


Miller, Sheldon A. (PHSR) 
Moulding, Thomas §&., J., 


(PHSR). 
Rosa, Franz W., M. D. (PHSR) 


Sheehy, James Patrick (PHS) 
1 University of California contract. 





July 14, 


-| Jan. 8, 


..| July 14, oo 
| July 14, 1955..... 


Be Oe Ae 


| Oct. 11, 
| Nov. 29, 1954 


Arrival at post 


| Sept. 12, 1955- 
-| July 27, 


1955 
3, 1954 
1955 


Oct. 
Apr. 7, 


J Aug. 12, 1954 sie 


May 12, 1955__- 
1955. -._- 


Leave-._. 
1954. 


1954 
1955 


Feb. 25, 


Aug. 12, 1955 


Jan. 20, 1953 


Feb. 28, 1954. _- 


| October 1954. .___- 


do os 
Aug. 21, 1955. 
Aug. 23, 1955. 
Oct. 17, 1955 
Feb. 18, 1954- - 
Jan. 20, 1956 
Aug. I, —_ 
Oct. 25, 1955 
Feb. 25, 1955 
Nov. 1, 1955... 
Apr. 8, 1953 


En route 
States. 
May 13, 1954- 

July 28, 1951 
June 19, 1954-- 
Mar. 31, 1955 


Nov. 20, 1954 
July 21, 1954 
Jan, 24, 1954 
July 6, 1954 
Dec. 8, 1954- . - 
May 1, 1954 
Mar. 27, 1954 
1953 - 


Feb. 13, 1954 


| Mar. 26, 1955 


Nov. 15, 1953 


_| Nov. 14, 1953 


Aug. 22, 1955- 


| Feb. 13, 1954_. - 


United | 





Position 


Chief of Division. 
Maintenance engineer. 
Analytical statistiq@ian. 
Medical officer. 
Business manager. 


Chief of Division. 
Public health nurse. 
Health educator. 


Chief of Division. 

He~ th edneation adviser. 

Chicf Public Health nurse. 

Public Health representative. 

Professional sanitary engineer. 

Chief sanitary engineer. 

Pediatric nurse. 

Nursing cons'1ltant. 

Ind'strial hygiene engineer. 

Chest disease pathologist (Patel Chest 
Instit'ite). 

Assistant chief sanitary engineer. 

Chief sanitary engineer. 


Acting Chief of Division. 
Assistant professor of pathology. 


| Professor of pathology. 


Professor of zoology. 

Phar nacologist. 
Entomolo7ist, malaria control. 
Nurse consultant. 

Medical secretary. 

Secretary. 


| Professor of biochemistry. 
| Assistant professor hematology. 
| Instructor in biochemistry 





Chief, Malaria Control Division. 
Sanitary engineer. 

Professor of anatomy. 

Business manage’rent. 

Professor of medicine-pathology. 
Professor of microbiology. 
Sanitary engineer. 


Chief of Division. 


Assistant Chief of Division. 
Public Health nurse. 


af | Chief environmental sanitation. 


Adv inistrative assistant. 

Statistician. 

Public Health physician. 
Do 


Do. 
Chief, medical and sanitation supply. 
Public Health nurse. 
Executive officer. 
Assistant chief. 
Sanitary engineer. 
Do 


Public Health nurse. 


Do. 
Chief, Public Health nurse. 
Public Health nurse. 
Director, nursing school. 


Head, malaria control-vector control 
adviser. 

Hospital and medical care adminis- 
trator. 

Public Health physician. 


Do. 
Sanitary engineer. 
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Health personnel abroad in ICA missions, Dec. 31, 1955—Continued 





Name 


IRAN—Ccontinued 


Sikorski, Robert J. (PHSR) 


Stafford, Robert E. (PHSR) 
Sutherland, Dorothy J. (PHSR)-_-.-_...-- 
Versluis, Hendrik (PHSR) 
Waldhaus, Arlene H. (PHSR)-_-_--.-_- 
Webb, Mary Virginia (PHSR) 
Rogers, Mary J..........--.-- Bivneiatd~4) 


IRAQ 


peter, Vernon M. (PHSR) 
Calhoun, Jason N. (PHSR) 

Cc hadbourne, Lloyd H.. 

Clark, James A., Jr. (P HSR).. 

Comings, Sherman 

Darden, Elizabeth Leeds (PHS)__-_- 

Hintgen, George W. (PHSR) 

Johnson, Evelyn (PHSR) 

Lehner, Maria, M. D 

Liles, P. W 

Pike, Frances - - 


Westlake, Jeanette E. (PHS) 
ISRAEL 

Spielholtz, Jess B., M. D. (PHSR)-- 

Janison, D.? 

Johnson, Oliver H. (PHSR)-_--_-- 

Landes, Jacob H., M. D. (PHSR) 

Pershing, Madeline (PHS) 

Morgan, Tirzah M. (PHSR) 
JAMAICA 

Fuchs, Abraham W. (PHS) 

JORDAN 


Chapman, Orren D. 


Heath, E. Arline (PHSR) 
Hilborn, Elizabeth C. (PHSR) 


Johnson, Alfhild J. (PHSR)-...... ee 


Lee, Roger L. (PHSR) 
McGee, Mary J. (PHSR) 


Tyson, Robert C. (PHSR) 


KOREA 


Kaufman, Carl K., M. D- 
LEBANON 


Williamson, Alfred E., Jr. (PHSR) 
Baird, James T 

Barber, Mrs. M. L 

Phelps, Leonard 

Mills, Mary L. (PHSR)_ 

Toland, PEGE sak in cutobe % 
Watson, A. E 
Whittington, 


Dorothe W. (PHS). 


LIBERIA 


Moorhead, John S., M. D. Eee 
Beverley, Clara E 

Coella, Rafaelan 8 

Jackson, Jeanette 8. (PHSR) 

Kohler, Charles E. (PHSR) 

Mastoff, Emile L., M. D. (PHSR)._-- 
Pinder, Jean Martin (PHSR) 
Richardson, Ruth (PHSR) 

Bernstein, Israe] (PHSR) 

Yutzy, Jonas B 


M.D. PSR. sad 
Dopmeyer, Arthur . (PHS) i. 
Frazer, Alice B, (PHSR)--.....-...... % 


| Mar. 3, 1955___- 
| May 18, 1954. 


Arrival at post 


Jan. 13, 1955 
Dec. 17, 1953. - - 
Dec. 27, 1955 
Mar. 7, 1954 
Oct. 21, 1954 
Apr. 9, 1955- 
Dec. 2, 1953 





| Sept. 2, 1955 


Jan. 13, 1954____- 


_.| June 14, 1953. __- 


May 6, 1954__. 
Mar. 18, 1954 
| Feb. 26, 1954 
| Sept. 18, 1952._....--. 
| May 25, 1955___- 
Feb. 28, 1955 
Mar. 13, 


June 25, 1953, 
Oct. 16, 1955. 


--| Jan. 6, 1954__- 


July 7, 1954.__.-- 
Feb. 20, 1955___- 
Sept. 22, 1954__-- 
June 9, 1954_ - 
Apr. 16, 1955_ - - 


Nov. 15, 1954 

May 24, 1954- 
Oct. 19, 1955_ 

Dec. 1, 1954_ _- 
Mar. 12, 1955- 
Aug. 30, 1954- 
Oct. 20, 1954__. 
Mar, 21, 1955_ 


Dec. 8 +1955. - . -- 


Aug. 8, 1955-_-__- 


Oct. 9, 1954 


Sept. 22, 1954__ 


| Jan. 10, 1955... 


| Aug, 8, 1954- 

| Nov. 26, 1952- 

Jan, 29, 1954 _- 
Nov. 15, 1954__ 

| July 12, 1955 

Sept. 5, 1955 

| Nov. 6, 1954_...__- 
| Nov. 27, 1953__- 


| Nov. 20, 1953 





2 State University,of New York contract. 


2d tour, 








Appointed locally----- 








Position 


Chief sanitary engineer, assistant chief 

operator. 
Sanitary engineer. 
Assistant director, nursing school. 
Public Health laboratory adviser. 
Public Health nurse. 

Do. 

Director, school nursing. 


Medical technologist. 
Public Health educator. 
Hosiptal administrative director. 
Sanitarian. 

Do. 
Public Health nurse. 
Sanitary engineer. 


-| Chief nurse. 

| M & CH physician. 
| eae 
July 19, 1954 


Sanitary engineer. 
Public Health nursing adviser. 


| Hospital architect. 


Public Health nurse supervisor. 


Chief of Division. 


| Public Health educator. 


Sanitarian training adviser. 


_| Public Health physician. 
..| Chief Public Health nurse adviser. 
.| Psychiatric nurse. 


.| Public Health officer. 


| Chief of Division. 


Chief sanitary engineer. 

Health educator. 

Nurse educator. 

Nursing education adviser, chief nurse, 

Laboratory technician. 

Sanitary engineer. 

Health center nurse, 
nurse. 

Sanitarian. 


Public Health 


Acting Chief, Public Health adviser. 


Chief Public Health adviser. 
Statistician. 

Nursing service specialist. 
Statistician. 

Chief nursing adviser. , 
Statistician. 


| General engineering adviser. 
| Nurse adviser. 


Director of Division. 
Director, school of nursing. 
Clinical inspector. 

Chief, Public Health nursing. 
Malariologist. 

Public Health physician. 
Health educator. 

Public Health nurse. 


| Sanitary engineer. 


Administrative officer. 
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Health personnel abroad in ICA missions, Dec. 31, 1955—Continued 











Name Arrival at post Position 







LIBYA 
















Spence, Harry Y., M. D. (PHS)-_------- Jan. 30, 1954........... Chief medical officer. 

Amandson, George A. (PHSR)---....-.- x } ee: Health educator. 

prem, Tremenes GC oe ae es SRR ee Regional sanitarian. 

Dyksterhouse, Gerald (PHS)--........_- Feb. 16, 1954. ......_-- Sanitary engineer. 

Dudley, Nolan L., Jr. (PHSR)-.-.....---- Nov. 17, 1966......-.-. Sanitary engineer adviser. 

Gardella, Louis J. (PHSR)-..........---- Apr. 14; 60... ...-.... Environmental sanitation. 

Heistad, B. Octavia (PHSR)--.........-. Sept. 30, 1955.........- Public Health nursing adviser. 
Lehman, Rodney W. (PHSR)--....--.-- Gos, Gseee.-22-. can Public Health administrative adviser. 
Sacher, May belle (PHSR) a a BO Bie Wie cncssnced Public Health nurse. 

Shipp, John W. (PHSR)--.--..-....----. Sept. 30, 1955_......-. .| Sanitary engineer adviser. 





MEXICO 


















Johnson, Trois, E. (PHSR) M. D...-..-| Mar. 14, 1904... ----.--- Chief of Division. 
TIRED go hiccccdsi os el see ek | Aug. 28, 1955.......--- Malariologist. 
Garst, NE i AM Ws seth ci dics di ea eee creel Public Health nurse. 
Gilbertson, Esther C. (PHS leader ete Aue: B6, Te s..« 5005-5 Do. 

Graber, Ralph eh MP ee Loki aces aed Feb. 19, 1064.....-..-- Sanitary engineer. 
Kelley, IE Went tedese see BCU Papers 6 Re Cle Anthropologist. 
Norman, Noah N. (PHS)...------.------ July 1, 1955_. ....| Sanitarian. 

Richey, Curtis E. (PHS)-...........--_-| June 12, am Sanitary engineer. 
ee | a I a VRS AS A Business manager. 
Pesupeme, Cement Gini ei ee hee aia ee Public Health nurse. 






NEPAL 











Burton, George J. (PHSR)-..-.....----- Oct. 6, 1955............| Malariologist. 
iy ee eee ...----| Dee. 28, 1955..........| Sanitary engineer. 
Sheppard, Raymond R-. | Jan. 14, 1954...........| Sanitarian, malarial control. 






Whelan, Margaret M. (PHSR)____. ros May 20, 1954----- ...| Nurse educator. 








NICARAGUA 






Metenes, Artiver Be. obs se... pcuhdseudGae bdadienseal Chief of Division. 
I a aih : .....| Business manager. 
Hensley, J. Haward__...........--- Av bcncdeccedaccconcsccscht Meee 
Sheffield, Douglas A.........--. ..| Civil engineer. 



















PAKISTAN 

























Kingsland, Lawrence C., M. D.3__- Feb. 13, 1056......... Chief of Division. 

Bellizia, John 3_______- ....--| May 3, 1955__.........| Sanitary engineer. 

Blackwell, Lloyd O0.3._..................] Aug. 12, 1954_-_-..-- Sanitarian. 

Brown, Mary Jo 3___- pan emecaceneht GT bile cccscecs st 

Hardem: an, Margaret K. Pes Re Bens, 7, dee nccnceces Director fs College of Nursing. 

Lindgren, As eee SEEN es 22, a, rc Oe Public Health nurse. 

Monnier, Dwight Wiis aa Hae May 14, 1955...-.---.-. Health educator. 

Nicoll, Pemks. cca) Oreo" aaa 14, 1955..........-| Professor -of Physiology at Khyber 
| Medical College. 

Palmer, Wilbur B. eae, sink cacul eee TR Mis nee ceuk _| Sanitarian. 

Perine, Keble B 5 Roo OG Do. 

Robertson, Alex. re 2 ae ne oe 5 Do. 

Shepardson, Theodore 3______. nits ann gh Es a 6 edna naieke Medical health assistant. 

POOR Te BE Pak pon ciccccsecncescuws Sept. 15, 1055... .-- ..| Sanitarian. 

Thompson, Ann.}_____ Feb. 2, 1954__._.......| Nursing adviser. 

Ww instead, Ovelia (PHSR).-____- -..----| Oct. 14, 1954 - .| Public Health nurse. 





PANAMA 























TE. SOI OE, Dh ic be ncvcncvtiksetss pebdaviewdennnack Chief of Division. 
A a i wen Business manager. 
DE. DERE WY cn caconcicen mass thiek dhcidbbanredsde none Sanitary engineer. 

IE Fir ii is sions intents once cnc an OP RE ee tee Health edncation adviser. 
SR ee Oe aD May 19, 1954__.._.._._.| Nursing officer. 

WG POEM AL. cs nb tncubnnsarahieenl May 31, 1955........... Hospital administrator. 
STIR TINS cect we 6 eicas ck pedo tbe edeeabcadabenckonet Psychiatric nursing officer. 






PARAGUAY 









ee a eis. ancien aduannnil Dee. 2, 1955...........| Chief of Division. 







Brugnetti, Ida L. (PHSR)-_-----.--.----- Apr. 10, 1954... ......-- Health education adviser. 
I Ties ki i a te ee Public Health nurse. 

EE nO ee ered AiR ee al Nurse adviser. 

DOG Fh, CREEE. @ ccckcsoisckodanenened May 8, 1955............ Business manager. 








Ba, Finns tics cabustebansiocnr June 30, 1954........... Sanitarian. 


3 Commonwealth of Massachusetts contract. 
4 Indiana University contract. 
5 University of North Carolina/Peru in sanitary engineering contract. 
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Health personnel abroad in ICA missions, Dec. 31, 1955—Continued 


Name 


PERU 


Vintinner, Frederick J 
Barreda, Eloy A 
Bradfield, Robert 


Jones, M. Dolores (PHS) 
Jones, Kenneth H 


Landry, Amedee S 

Lazarus, Alfred S. (PHSR) M.D 
Lube, Catalina 

Reynolds, Hector (C)5 

Seltzer, Ralph A., M. D 


Regional 


Bloomfield, John J. (PHS) 
Board, Leonard M. (PHS) 
Kraft, Mary Jo (PHS) 
Matter, Anna M. (PHS) 


PHILIPPINES 


DeLien, Horace M., M. D. (PHS) 
Ford, Malcolm J., M. D. (PH 
Keyes, Annie Laurie 

MecNeel, Travis E. (PHSR) 
Morrison, Frank S 

Raber, John E 

Rogers, Samuel M. (PHS) - 
Williams, James G 


SURINAM 
Becknell, Wilma (PHSR) 
Cain, Billy W 

TAIWAN 


Ward, James P., M. D. (PHSR) 
Connolly, Joel J 

Fay, Marcella A. (PHS) 
Swisher, A. Dale 


THAILAND 


Zobel, Robert L., M. D. (PHS) 
Bell, John W. (PHSR) 

Butier, Ine M., Jr. (PHSR) 
Griffith, Melvin E. (PHSR) 
Lair, Jack (PHSR) 

Mackie, Janet M. D. (PHSR) 
Mattis, Grace E. (PHS) 
MeCullough, James C, (PHSR)--- 
Morrison, Francis H 


Platz, Albert L. (PHS) 
Prichard, R. W., M. D. (PHSR) 
Reich, Lydia F. (PHSR) 
Shields, Sanford E. (PHSR) 
Wood, Donald R. (PHSR) 
Zander, Kar] L. (PHSR) 


URUGUAY 


Wardlaw, James L., M. D.*_._..--. 


Carroll, ae (PHSR) 
Lamoureu Jincent (PHS) 
Silvay, Michael 


VENEZUELA 


Hepler, John M 

Fitzsimmons, D. nee 
James, William C 

Kollar, Konstantine 
McQuary, William A. (PHSR) 


ee eee oes et 


Arrival at post Position 


Chief of Division. 

Sanitary engineer. 
Nutrition adviser. 
Business manager. 

Public Health nurse. 
Maintenance engineer. 
Architect. 

Industrial hygiene chemist. 
Microbiologist. 

Health educator. 

Admin. Assistant/interpreter. 
Medical officer. 


Industrial hygiene engineering adviser. 
Sanitary engineering adviser. 

Health education adviser. 

Public Health nursing adviser. 


Apr. 22, 1954 
June 25, 1955. 
Apr. 6, 1955 


Director, H. & S. Division. 
Rural health adviser. 

Health education adviser. 
Malaria control adviser. 
Biostatistician. 

Public Health representative. 
Sanitary training adviser. 
Hospital administrator. 


Feb. 17, 1954 
Oct. 5, 1954 


Health education adviser. 
Sanitary engineering adviser. 
Administrative assistant. 


July 1, 1955 Chief Public Health officer. 

Ree TS, Wei cei i.e Sanitary engineer. 

Feb. 4, 1954 Chief Public Health nurse adviser. 
Apr. 8, 1954 Sanitary engineer adviser. 


WMor.-@;, 1088. . 6645-052 Chief of Division. 
Chief sanitary engineering adviser. 
Malaria control adviser. 
Chief malariologist. 
Sanitary training adviser. 
Public Health administrative adviser. 
Public Health nursing adviser. 
et \ Public Health education adviser. 
Exec'tive assistant to Public Health 
officer. 
Sanitary engineer adviser. 
Medical officer pathologist. 
Nursing education adviser. 
Entomologist. 
Sanitary engineer. 
Chief, sanitary engineer adviser. 


bibea Chief of Division. 


Public Health nurse. 
Sanitary engineering adviser. 
Business manager. 


Chief of Division. 

Administrative assistant. 

Vital statistician. 

Sanitary engineering adviser. 

| Industrial hygiene engineering adviser. 





§ Florida State Board of Health contract. 
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Health personnel abroad in ICA missions, Dec. 31, 1955—Continued 











Name Arrival at post Position 

VIETNAM 
Poindexter, Hildrus, M. D. (PHS)------ Sept..22,-1953.........- Chief of Division. 
Berkheimer, Catherine (PHSR)-_-------- Es 20s = cnons Chief, nurse adviser. 
SF ren ete aa, December 1954_._.....| Hospital administration adviser. 
2 a ees October 1954-_-._-...-- Reg. Public Health Educator. 
Ma, Joyce (PHSR).--_-..------ 5 on oi eshle sale fo | ee Chief nurse adviser. 
OS EEE December 1954-____--- Reg. Public Health educator. 
OS ere Se. CED. oon -50cb Sanitary engineer. 
Parsons, Loretta R. (PHS)-._..-.-...--.-- October 1953 -_ __-..--- Nursing adviser. 
Pollock, George ___._..._..- _........| November 1953........| Public Health administration adviser 
Smith, Anita G. (PHSR) -| Apr. 20, 1955... .| Nursing school adviser. 
Smith, Murray M...---- .--| June 6, 1955_..........| Sanitary engineer. 
ey 2 eR a ae: Nov. 28, 1053.......... Malaria control adviser. 
NE SI On cote anc occasnccencdee July 4, 1955............| Public Health laboratory adviser. 
Yergan, Laura H. (PHSR).-_-_------ ...-| October 1953..........| Nursing school adviser. 





APPENDIX I (Bb) 


Analysis of vacancies as of February 16, 1956 


I tn Sd soa eee is Dek eh een RR rn er 2 eee ie ee ae 82 
POO OOO on es cde toa se elentw en Js wecie 65 
Cantiantes Deine no ee ILS Es 17 


Of the 65 for which we have no candidates: 
Candidates recruited and declined before processing completed; actively 


WOreaeeinen ae nn St ts a Sk bc ccs ce eke ann td z 
Candidates recruited; not accepted; actively recruiting ____-__.--------- 3 
Unable to recruit interested candidates; actively recruiting_____-_- etree 
Negotiations being carried on By ICA..................... 2024. ...-- 3 
Received in past 2 months; actively recruiting. ..-......-------------- 16 
Reactivated vacancy; candidate being considered____.____..._--------- 1 


14 of these are Korea. 
AppEnp1x I (c) 


CoMPENSATION OF HEALTH PERSONNEL WitH ICA 


Positions in the technical assistance missions of the ICA are classified on the 
basis of descriptions of duties and by use of the general procedures and standards 
used throughout the civilian service of the Government. Thus the salary payable 
for each position is determined by the ICA grade to which the position is allocated 
by the position classification staff in the ICA Division of Personnel. 

Under authority of section 527 of the Mutual Security Act of 1954 (Public 
Law 665, 83d Cong.), Public Health Service officers assigned to these positions 
are paid under ICA scales rather than under provisions of the Career Incentive 
Act, which establishes pay and allowances for members of the uniformed services, 

A majority of health chief positions in the ICA missions are classified in the 
grade of ICA-3, which carries a salary range of $11,665-$11,965-$12,365-$12,740. 
Following a recent ruling of the Civil Service Commission, medical officers are 
paid at the top rate for the grade. This ruling was based on a finding by the 
Commission that medical officers are in short supply and that added pay is re- 
quired as a recruitment incentive, a ruling applicable to medical officer positions 
throughout the Government. 

Chief nurse and chief sanitary engineer positions in the misisons usually fall 
in grades ICA—4 and ICA-—5 depending on evaluation of the difficulty and respon- 
sibility of each position. The ranges for these grades are: ICA—4, $10,440- 
$10,700—-$11,020—$11,430, and ICA—5, $9,040-$9,380—$9,635—$9,895-—$10, 150. 

Normally a person newly assigned to one of these positions is paid at the 
minimum rate of the applicable salary range and receives a one-step salary 
increase annually. 

In addition to basic salary, each overseas staff member receives ,when applicable: 

Post differential—0 to 25 percent of basic salary, as determined by De- 
partment of State based on hardship classification of post to which assigned. 
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Cost-of-living allowance—$0 to $2,965, depending on post and salary 
and dependency status, to compensate for cost of living at post above 
Washington, D. C., levels as determined by Department of State for each 
post. 

Housing allowance—$600 to $4,000, depending on post, salary, and 
dependency status. Designed to cover reasonable cost of quarters if not 
Government furnished. Rates established by the Department of State. 

Education allowance—$0 to $1,800 per child in grades 1 through 12. 
Rates set for each post by Department of State to compensate for added 
cost above that for public school education in the United States for as nearly 
an equal education as possible. 


APPENDIX II 
Financing PHS international health activities 


(a) Financing of PHS Division of International Health. Funds allotted, fiscal 
year 1956 (approximate): 
We UUM Te Cees Bi a De i a $127, 700 
2. ICA funds transferred to PHS: 
Headquarters PHS, including training services and tech- 


nical consultation and support___.-.--.------------- 448, 000 
Field personnel and training grants___.___-.___.__------- 4, 232, 522 

3. ICA reimbursement to PHS for PHS officers assigned to ICA 
NI Se eas ul eve ol Sater aed 70, 000 
RE 504 0c. pes Gee ee ee ee «ee, eee 
a 4, 750, 522 
a ee ee 4, 878, 222 


(b) Refugee program (Public Law 203) funds transferred from Department of 
State to Public Health Service (Division of Foreign Quarantine): ie 
unds 


Fiscal year transferred 

EE hid hardt deh Gab kesh Hearemts Ramen cawald>«salcknas $188, 000 
tics. dae dad siechaatemwaNd aewelt aedtc tecust 1 374, 500 
ithe: See dil a ersen is aid & ata ane eae 557, 160 
re a be os cama eledwat ee la ewe 1, 111, 660 


8 1 $481,000 originally transferred, but $106,500 was unexpended and therefore returned to Department of 
tate. 


AppENpIx III 


National Institutes of Health research grants approved for payment to foreign countries 
since the inception of the program, by country, as of Dec. 29, 1965 








| Total 














| j 
Total oe 
Country 1946-56 | 1956 Country 1946-56 1956 
Argentina. _...._. sake abe -| $62, WD | .i..--- | ineie..... I a a $33, 203 | $8, 030 
RS ee a 4 RE | Re Poth ae AA 57,887 | 6,787 
NR oie. t tS Sn 2 a sek sk ak al voy cent 
a ae ee of ae ee rae a } ee 
I Minis. ws pecidannswaces! 97,000 | ___-- i ta al 45, 820 | aaees ‘ 
tele d ce waaeicmniawets 127, 536 | $22,608 || Peru aes a eabennetetieel Ol 
Cereb. UL. Lied. Zsa 19, 050 |....-. EE EE RE OT | 
CIID iii ivinoditiscicen sy South Africa. _-.........--- = 
Denmark..................-.-| 132,802] 6,534 || Sweden---.-.-. ee sentetsl 13,240 | 12,700 
Finland_____- aaa Siveck 3, 600 | ___- || Switzerland ___.-___- at Pe to enon 
POD daca eth El A Ride eee 1. 025k 8) On to ee | | ae 
COPNERR: b. -kssnibvwen puccal 5,300 |.....-- ——__——_] 
Guatemala. - --- slik: Seta bionn sia | 598, 726 20, 378 || itrcaanenine .-| 1,663,545 | 77,037 


| 
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ApPENDIx IV 
TECHNICAL COOPERATION IN HEALTH 


The people of the United States recognize the economic, social, and moral value 
of health, and the fact that health is a common need. We are also coming to 
recognize, in the present period of history, the vital relationship of health pro- 
grams to any hopes we may have of helping to create conditions of economic 
progress, political stability, and democratic social development in the many 
areas of the world, outside the United States, where our future national security 
is deeply involved. 

Sickness and disease are not merely economic handicaps in the less developed 
nations—they are the continuing economic burden of those nations. And, in an 
indirect way, they are a continuing economic cost to us also. 

Competent authorities have estimated that the economic loss from malaria 
alone in India, until recently at least, was not less than $224 million a year; that 
bilharziasis costs Egypt $57 million a year. A Philippine study estimates that 
malaria and tuberculosis have been costing the Philippines $660 million a year. 
In Thailand, it is estimated that 15 million man-days are lost each year because 
of malaria. One authority has figured that the people of the United States pay 
a hidden 5-percent tax in what they pay for imports from malarious countries, 
an added cost due to disease affecting production. 

This relationship between health and production was recognized acutely at the 
time of Pearl Harbor, when the United States and its sister republics in the 
Western Hemisphere worked and fought together in World War IL 

Maintenance and increase of raw materials production in Latin America, par- 
ticularly rubber and quartz crystal, were seen to be highly dependent on the 
health of workers in areas where health programs were virtually nonexistent. 
Joint health programs were instituted. These mark the beginning of the bilateral 
cooperative health programs which the United States is participating in today. 

Results have already appeared and are being reflected in economic and social 
progress. Even more far-reaching results may be expected, since the essence of 
technical cooperation in health is to lay the groundwork for the less-developed 
nations themselves to master health problems. Few of our successful techniques 
are directly transferable. Adaptations and demonstrations adjusted to their cul- 
tures and organizational patterns must be carried out in each country to secure 
understanding and acceptance. When this is accomplished, advances in public 
health will be more rapid than in the United States. 


WHAT ICA IS DOING 


The International Cooperation Administration has active health programs in 
41 countries, with 5 other countries currently negotiating with ICA for a health 
component in their technical cooperation program. All have been instituted at 
the request of the nations involved. Exvenditures are heavily on the side of the 
host countries. Current requests for 465 United States health technicians have 
been received from 41 countries. To date we have never been able to fill all of 
these requests, and usually we have from 325 to 350 technicians overseas. 

Under programs of ICA and predecessor agencies, several thousand citizens 
of other countries have been brought to the United States for advanced study in 
universities, medical centers, and public health offices of this country. More 
than 1,400 technicians from Latin America have received health training in the 
United States, and many of them have gradually become very important and 
influential persons in taeir own countries. 

Altogether, these health programs represent a tremendous effort in putting 
across the self-help principle through cooperation, training, encouragement, and 
interest in these basic problems around the world. 

A number of our programs have been in existence 10 years or more. In those 
places where project goals have been reached, complete operation has been 
assumed by local governments. Other programs, having started at very ele- 
mentary levels, have had to shift their goals to meet pressing circumstances. 
the work in some places was in demonstration and operation of rural health 
activities, later it was altered to higher level consultation as the problems became 
more complex. In still other places it was necessary to assist the local govern- 
ments develop new and needed activities within their health services. All of these 
technical objectives have to be measured by political considerations at the same 
time, and action can only follow agreement between our Government and that 
of the host country. 
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The current annual cost to the United States of its technical participation in 
the 46 health programs with other countries is approximately $20 million. In 
addition to the $20 million, development assistance funds are occasionally made 
available to implement health programs in highly strategic areas. 

Encouraged by the results of truly joint health activities, governments of the 
less developed countries have sharply increased not only their contributions to 
the cooperative programs but to other health activities as well. In the Philip- 
pines, the health budget went from the equivalent of $8 million in 1953 to $16 
million in 1954, and to about $24 million in 1955. Peru was spending $3.7 
million on health in 1948, and spent $20.4 million in 1955. Thailand, which 
spent $700,000 in 1947, spent $6.5 million in 1954. 

These expenditures reflect such things as establishment of health centers, more 
vigorous control of epidemic diseases, construction of hospitals and clinics, 
training and employment of health personnel—public health officers, sanitary 
engineers, nurses, midwives, and so on. 


RESULTS OF HEALTH PROGRAMS 


The No. 1 preventable disease in the less-developed nations is malaria. 

In the Philippines, the malaria prevalence rate fell 68 percent after 1 year of 
DDT spraying and 80 percent after 2 years. As an example of economic saving, 
malaria-control measures resulted in a saving of $319,000 on bids for road con- 
struction in one 10-kilometer project in Mindanao. 

Before the beginning of the national malaria-control program in India, which 
the United States assists, the annual number of cases was estimated at 80 to 100 
million. In 1935, progress in the malaria-control program indicated no more 
than 40 million cases. 

Success in malaria-control programs to date has led health officers from several 
countries to plan complete eradication programs. Together with technicians of 
WHO, UNICEF, Mexico, the Philippines, Taiwan (Formosa), and other countries, 
we are busily working on plans for complete eradication of the disease. 

Other examples of health problems and cooperative activity also show dramatic 
results. In one area of Ecuador, where yaws formerly affected 23 percent of the 
population and where workers in banana fields were many times incapacitated 
aad unable to do a full day’s work, incidence has been reduced to less than 1 
percent. 

In Iran, an epidemic of smallpox in Teheran 5 years ago caused 116 deaths. In 
1955, a vaccination campaign conducted by the public health cooperative was so 
successful that an outbreak was held to less than 50 cases and only 7 deaths. 

A program to stamp out typhoid and paratyphoid in Uruguay resulted in a 
reduction of the annual death rate from 395 per 100,000 in 1943 to 21 in 1955. 

Among the indirect results of health activities are not only the strengthening of 
health organization and facilities in the less developed countries but greater 
political stability, since in many instances the evidence to the citizen of concern 
for his welfare has resulted in a more loyal citizen. 

Some added advantages have been gained on the part of the United States, 
Returning technicians, although faced with a problem of readjusting to job 
situations in the United States, feel many times that their field experience abroad 
has increased their usefulness in the United States. 

On a research basis, health programs in other countries have in some instances 
resulted in discoveries of advantage to the United States. For example, a United 
States technician in Israel found a satisfactory laboratory animal, a species of 
rodent, for study of leptospirosis and some of these animals have been imported 
for American laboratories. Data on effectiveness of pesticides in killing mos- 
quitoes is being accumulated, and this should be of value in the United States in 
areas where increased irrigation is underway. Some foreign participants who 
have come to the United States for study have made valuable contributions on 
research projects, and in some cases American universities have asked for ex- 
tension of training periods to permit research projects to be completed. 

Outweighing all these advantages, however, in the opinion of many Americans 
who have served overseas is the establishment of a working relationship between 
Americans and citizens of other countries working in the health field. More is 
involved than transfer of knowledge—projects in other countries are the testing 
ground for new relationships and the health program that results is something new 
under the sun—a portent of future world understanding. 
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APPENDIX V 
PRIORITIES IN INTERNATIONAL TECHNICAL ASSISTANCE HEALTH PROGRAMS 


Joint Statement by the Public Health Division of the Foreign Operations Admin- 
istration and the Public Health Service and Children’s Bureau of the U. 8. 
Department of Health, Education, and Welfare 


Need for priorities 

Some system of priorities in health technical assistance to underdeveloped 
countries is essential since health needs are so vast and the resources in funds and 
trained personnel are so limited. The establishment of such priorities has been 
given attention, but not solved, by the World Health Organization and other 
multilateral ageacies. Widely differing conditions, meeds, and resources in differ- 
ent countries, varying motivations by governments in requesting assistance, and 
diverse backgrounds and viewpoints of health technicians in the field all complicate 
the pattern of suggested projects for each country. 

In the rush in which the United States bilateral technical assistance programs 
developed, the drive was to recruit effective and experienced personnel, to supply 
them with the means for getting things done, and to obtain early results. There 
was little time for careful thought, little experience to draw on, and pressures were 
great from all sides. 

More recently, there has been time for stocktaking. The evaluation of the 
Institute of Inter-American Affairs’ program by the Public Health Service was a 
major step in this direction. This study emphasizes the importance of orderly 
planning at the country level but does not provide a framework of overall health 
priorities—an approach which is badly needed for the globe-girdling health pro- 
gram in which the United States is now involved. 

Such a program must be based on a clear—the clearest possible—understanding 
of all the elements cncerned in it. It must be shaped with thought, not luck. 
Depending for success upon cooperation with other governments, it must shape 
itself to their wishes but must also avoid giving way to inadvisable expediency. 


Development of the statement , 


The priorities statement which follows represents the results of thoughtful 
consideration of the matter by experienced workers in the international health 
field, crystallized by a 3-day conference of professional personnel of the Public 
Health Division of the Foreign Operations Administration, the Division of In- 
ternational Health of the Public Health Service, and the Division of Irternational 
Cooperation of the Children’s Bureau. This group consisted of 12 individuals 
and included experienced members of the major public health disciplines. One 
or another member of the group had worked in or visited officially every country 
in which United States technical assistance programs are being conducted. 

At this meeting, the first step was to consider certain elemental questions. 
What are the purposes and aims of United States technical assistance programs? 
Is there really a need and place for health activities in the technical assistance 
programs? If so, what are they and why? Discussion of these questions oc- 
cupied about a full day, and the result is very briefly euteinarined in the first 
paragraph of the attached document. 

The various bases on which health activities in technical assistance programs 
should be chosen and judged were then discussed, keeping the general program 
goals and justifications in the first paragraph constantly in mind. It was felt 
by all that we are working in these countries for only a limited period of time; 
that our basic purpose is to show other countries how they may do the job them- 
selves rather than for us to step in and try to do the job for them; that for many 
reasons we should favor activities that could affect the welfare of large numbers 
of the people and do so within a relatively brief interval of time; and, that while a 
great many health activities are theoretically or actually desirable, certain of 
them are impractical for technical or scientific reasons and certain others because 
of administrative or cultural difficulties. 

In the course of the discussion, a rather interesting chart was developed for a 
rough classification of various program elements. Down one axis were listed 
the various types of activities in the field of public health, sanitation, professional 
education, etc., that had previously been suggested, engaged in, or might con- 
ceivably be suggested. Across the other axis were listed a series of criteria, some 
of which have been referred to above; economic impact, political impact, technical 
feasibility in the light of present-day scientific knowledge, administrative feasi- 


SEES OR RA ANI 


LPI 8 RS ITE I SN 





THE UNITED STATES AND INTERNATIONAL HEALTH 93 


bility, cultural acceptability, early recognizable results, results in relation to cost, 
takeover ability by host country, and number of persons affected. 


There followed eareful discussion of each possible activity in relation to each 
criterion. Each activity was then rated under each criterion from zero to four 
plus. As a result, for the first timé, it was possible to step back and look at 
activities in international technical assistance in health from an overall, objective, 
yet relative view. 

Priority categories 

From the consensus developed on each type of project as shown on the chart, 
the results seemed to fall into three broad_categories of priorities: 

1. Certain activities or programs which were always and unquestionably 
justified wherever the related problem existed; 

2. Certain activities or programs to which we would ordinarily not react 
particularly favorably in the absence of special precise explanation and 
justification; 

3. Certain activities or programs which it was definitely felt were not justi- 
fied and should not be engaged in by our technical assistance programs. In 
this latter case, it was recognized that in rare instances certain peculiar 
non-health considerations might result in a decision to engage in one of these 
activities. 

The group recognized fully that any such priority grouping would not be sub- 
scribed to in every detail by all health technicians in all country programs. 
Application of the list must be related to country conditions and the stage of 
development of the country’s resources and health administration. Because of 
this, each of the FOA health program chiefs has been urged to go through the 
same evaluation and program development analysis in terms of the problems and 
situations peculiar to the country in which he is working. Despite its limitations, 
however, it is believed that thoughtful application of this document to program 
plans on a country-by-country basis is resulting in a more consistent policy and 
greater effectiveness in attaining the objectives of the technical assistance program, 


Review and revision 


Subsequent to its original issuance in August 1953, this priorities statement was 
reviewed and discussed by the FOA-Health Advisory Committee at its first meet- 
ing in March 1954. The Committee gave general approval to the document, 
suggesting only a few dhanges. The present statement includes revisions based 
on the views of the Committee. 


STATEMENT OF PRIORITIES 
General principles 


Priorities are based on demonstrated ability of a health program to— 

Strengthen economy by health benefits which release effective human 
energy, improve citizen morale, improve environment for local and foreign 
investment, open new land and project areas; 

Contribute to our political objectives by reaching large populations with 
highly welcomed personal service programs; .by. demonstrating our deep 
human interest in man and his dignity. 

In determining priority, the following factors have been weighed, recognizing 
considerable country variation: 

(a) Technical and administrative feasibilit, . 

(b) Early recognizable results. 

(c) Results attainable relative to cost. 

(d) Takeover ability by host country. 

(e) Number of persous affected. 

In applying the priorities, the mission will take into account local economic, 
olitical, and cultural factors and the i, of each project to the current 
health administration and the the long-range health program of the country. 
Within each of the three priority groups which follow, the numerical order is 
not intended to indicate priority within the group. 


First Priority Programs 


1. Mass campaigns against malaria and yaws, where they are major problems, 
and against selected gross nutritional deficiencies such as kwashiorkor, beri-beri, 
xerophthalmia, aad goiter, where they may be readily attacked. 

2. Development of proteeted small community water supplies. 

3. Demonstrations through health centers of services on a communitywide 
basis including sanitation, communicable disease control, health records and 
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statistics, home visiting, maternal and child health, nutrition, health education, 
laboratory, and general clinical services where required to gain acceptance of the 
community. Health centers should be used for subprofessional training and field 
experience for professionals and should be limited in scope and number to the 
national capacity to absorb and operate them. 

4. Advice and assistance in strengthening and lending stability to the organiza- 
tion and operation of public health administration of the host government. 

5. Inclusion of training and health servise projects in proposed or existing com- 
munity or village development programs. 

6. Advice and assistance in planning and designing, and supervision of construc- 
tion, of hospitals, health centers, laboratories, and other health facilities. 

7. Development and support of basic training of nurses to demonstrate the 
proper status of nursing as a profession and to provide leadership for indigenous 
training. 

8. Training of subprofessionals to meet major specific health problems in 
preventive medicine, nursing, sanitation, limited medical services; such training 
to develop personne] for a planned program which must include prof-ssional 
supervision and periodic refresher training. Where practicable, opportunity 
should be given for advancement of outstanding individuals to higher levels. 

9. Fellowships in public health, preferably project related, in United States, 
not necessarily limited to 1 year, awarded to physicians, engineers, nurses, health 
educators, laboratory technicians, public health statisticians, and administrators. 
Training should be provided in the host country or region to the maximum extent 
possible. 

10. Programs for training key medical schoolteachers in major clinical and 
preclinical specialties. Training should be provided in the host country or region 
to the maximum extent possible. 

11. Construction of demonstration health centers and nursing schools when 
necessary to success of these programs by insuring physically adequate, effectively 
planned facilities. 


Second priority 
These projects require special explanation showing economic and political 
values, feasibility, and relationship to total health program. 
1. Mass campaigns against other diseases where of major importance; 
e. g., trachoma, louseborne typhus, leprosy. 
2. Consultation on urban water or sewerage system. 
3. X-ray, audiovisual, or other major equipment for hospitals or health 
centers. 
4. Excreta disposal projects, other than as an integral part of a community 
general sanitation program, 
5. Refuse disposal, fly control, and food protection projects. 
6. Assignment of United States personnel to foreign institutions, except 
on a short-term consultation basis (8 months or less). 
7. Occupational health services. 
8. Frojects for tuberculosis immunization (B. C. G.), case-finding, and 
ambulatory treatment, where the problem warrants and facilities permit. 


Third priority 
The following types of projects, which have been suggested from time to time, 
have too low a priority under FOA objectives to be undertake. within available 
funds, except when fully justified by most unusual circumstances: 
1. Mobile clinics requiring specialized motor equipment, or for general 
medical care. 
2. Construction or financing of construction of hospitals, water and sewer- 
age systems, or other major structures. 
3. Operation of hospitals by United States personnel or at United States 
expense. 
r Training of practicing physicians in clinical specialties in United States. 
Dental health projects. 
Mental hygiene projects. 
kstablishment, equipping, or operation of blood banks. 
Medical rehabilitation projects. 
. Mass treatment for intestinal parasites. 
10. Geriatrics projects. 
11. Poliomyelitis control or treatment projects. 
12, Trainiag in tropical medicine in United States, 
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POLICY ON SUPPLIES AND EQUIPMENT 


Purchase of such items from FOA health funds is justifiable only when— 
1. Necessary to effectiveness of a technician. 
2. Necessary to make an important demonstration complete and con- 
vincing, or to initiate or complete a major control project. 
3. Many people are reacbed through use in a training project. 


BASIC HEALTH TEAM 


The basic health team of a mission, to accomplish the desired objectives, must 
include a public health physician, nurse, sanitary engineer, health educator, and 
health administrator. 


Xx 





